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GOVERNMENT OF GUAM /

And

TakeCare Insurance Company, Inc.

GOVGUAM RETIREE SUPPLEMENT INSURANCE AGREEMENT

October 1,2017—September 301 2018

Preamble

This Agreement is made effective by and between the GOVERNMENT OF GUAM (“GovGuam”) and
TakeCare Insurance Company, Inc. (‘CompanyTM). The effective date of this Agreement is October 01, 2017.

Recitals

WHEREAS, Company is an insurance company duly licensed to do business in Guam; and

WHEREAS, Company is qualified to provide an insurance program designed for eligible GovGuam retirees
spouses and survivors to supplement Medicare; and

WHEREAS, GovGuam selected Company to provide this insurance program to eligible GovGuam retired
employees, spouses and survivors of retired employees who receive annuity benefits; and

WHEREAS, Company agrees to administer this insurance program, as hereinafter set forth, under a health
insurance plan known as the wGovGuam Retiree Supplement Plan, and

WHEREAS, the parties wish to enter into an agreement defining their mutual dghts and obligations.

NOW, THEREFORE, in consideration of the premises, mutual promises and covenants contained herein
and for other good and valuable consideration, the receipt and sufficiency of which are hereby acknowledged, the
parties agree as follows:

- ARTICLE I

Preamble and Recitals

The preamble and recitals set forth above are hereby incorporated into and made a part of this Agreement.

ARTICLE 2

General Provisions

§2.1 Definitions: The following words and phrases shall have the following meanings, unless a
different meaning is required by the context. Words in the singular shall include the plural unless the context indicates
otherwise. These are general definitions and are not an indication of the existence of a benefit. The definitions shall
control the interpretation of this Agreement, Enrollment forms, any identification cards, any supplements and the
performance hereunder, unless the term is otherwise specifically defined or modified within a particular section of this
Agreement, or defined in the attached Exhibits herçtq, I —
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2.1.1 Accident: Shall be defined as an event that is sudden and not foreseen, is exact as to
time and place and which results in bodily injury.

21.2 Agreement: Shall be defined as the GovGuam Retiree Supplement Plan Agreement, an
employee-sponsored plan, including the allached Group Health Certificate and Exhibits
made a part hereof.

2.1.3 Ambulatory Surgical Center andlor Surgicenter: Shall be defined as a legally
operated institution or facility, either freestanding or part of a Hospital with permanent
facilities, which a patient is admitted to and discharged from within a 24-hour period and
which:

2.1.3.1 has continuous Physician and Nursing services whenever a patient is in the
facihty; and

2.1.3.2 has permanent facilities that are equipped and operated primarily for the purpose
of performing surgical procedures; and

2.1,3.3 is not a private office or clinic maintained by a Physician for the practice of
medicine or dentistry or for the primary purpose of performing terminations of Pregnancy.

2.1.4 Anesthesia Services: Shall be defined as the administration of anesthetics to achieve
general or regional anesthesia and related resuscitative procedures.

2.1.5 Case Management: Shall be defined as a process directed at coordinating resources and
creating flexible, cost-effective options for catastrophically or chronically ill or injured
individuals on a case by case basis to facilitate quality individualized treatment goals and
improve functional outcomes. Case Management also includes providing any alternative
medical or non-medical benefits to a Covered Person that are expected to be medically
beneficial for the Covered Person but which may not be Covered Services under this
Agreement. Services should be cost-effective and generally follow acceptable standards of
evidence based medical practice. The Company may, in its discretion, provide said
alternative benefits for a Covered Persons Illness or Injury in lieu of, or in addition to,
Covered Services if:

2.1.5.1 The total cost of said alternative benefits does not exceed the total benefits payable
for Covered Services;

2.1.5.2 The Covered Person’s Physician recommends that the Covered Person receive said
altemative benefits;

2.1,5.3 The Covered Person’s Physician agrees that the recommended alternative benefits
are expected to be beneficial for the treatment of the Illness or Injury; and

2.1.5.4 The services are prior authorized by the Company’s Medical Management
Department,

2.1.6 Certificate: Shall be defined as the GovGuam Retiree Supplement Plan Certificate attached
hereto.

2.1.7 Chemotherapy: Shall be defined as remedial Services of a euplastic Illness or tumor by
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means of systemic cytotoxic agents or systemic hormonal agents.

2.1.8 Chemical Dependency: The pathological use or abuse of alcohol or other drugs in a
manner, or to a degree, that produces an impairment in personal, social or occupational
functioning and which may, but need not, include a pattem of tolerance and withdrawal.

2.1.9 Cosmetic Procedure or Surgery: Shall be defined as Services performed solely for the
improvement of a Covered Person’s appearance rather than for the improvement, restoration
or correction of normal body functions.

2.1.10 Covered Dependent: Shall be defined as a Dependent eligible to receive benefits
under the terms of this Plan.

2.1.11 Covered Person: Shall be defined as a person entitled to receive Covered Services
pursuant to the Retiree Supplement Insurance Plan. A Covered Person shall reside in the
Service Area, shall be a retiree of the Government of Guam, or a spouse of a retiree of the
Government of Guam or a survivor of a retiree of the Government of Guam, and enrolled in
Medicare Parts A & B, and eligible for Retiree Supplement Insurance Plan.

2.1.12 Covered Services: Shall be defined as Medically Necessary Services that are not
specifically excluded from coverage by this Agreement and other Services which are
specifically included.

2.1.13 Dental Service: Shall be defined as the act of:

2.1.13.1 adjusting, removing, or replacing teeth. The removing of wholly or partly unerupted
impacted wisdom teeth shall be considered an oral surgical procedure; or

2.1.13.2 providing Services for teeth, gums, and related parts of the oral cavity; or

2.1.13.3 performing any other Services normally rendered by a Dentist.

2.1.14 Dentist: Denst means a doctor of medical denfistry or denial surgery who is currently
licensed to pracUce by the approphate authority of the judsdiction in which the person
pracfices and who renders Services within the lawful scope of such license.

2.1.15 Domicile: Shall be defined as the place where a person has his or her true, fixed, and
permanent home and pñncipal establishment, and to which whenever that person is absent
that person has the intenhon of returning. A person shall have only one domicile at a time.

2.1.16 Durable Medical Equipment: Shall be defined as equipment which is:

2.1.16.1 Able to withstand repeated use; and

2.1.16.2 Primarily and customadly used to serve an Illness or Injury; and

2.1.16.3 Not generally useful for a person in the absence of Illness or Injury.

2.1.17 Eligible Charge(s): Shall be defined as the portion of charges made to a Covered Person
for Covered Services rendered which are payable to the Provider under this Agreement. For
a Participating Provider, the Eligible Charges shall be the reimbursement amounts agreed to
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between the Company and the Participathg Provider.

2.1.18 Emergency:

2.1.18.1 In general, an Emergency shall be defined as an Accidental Injury or an acute or
serious medical condition of sudden or unexpected onset requiring immediate
medical attention because any delay in treatment, in the opinion of the Physician,
would seriously impair future treatment or result in permanent disability, a serious
worsening of the condition, or irreparable harm to the Covered Person’s health or
endanger his or her life, Examples of Emergencies include, but are not limited to
heart attack, severe hemorrhaging, loss of consciousness, convulsions and loss of
respiration.

2.1.18.2 For purposes of compliance with the requirements of Section 271 9A(b) of the PHSA,
as added by PPACA, a PPACA Emergency shall mean an injury or medical condition
manifesting itself by acute symptoms of sufficient severity (including severe pain) so
that a prudent layperson, who possesses an average knowledge of health and
medicine, could reasonably expect the absence of immediate medical attention to
place the health of an individual (including the health of a pregnant woman or her
unborn child) in serious jeopardy, or to result in serious impairment to bodily funcons
or serious dysfunction of any bodily organ or part.

2.1.18.3 PPACA Emergency Services shall mean services provided by the emergency
department of a Hospital, including a medical screening examination, and also
including ancillary services routinely available to the emergency department to
evaluate such condition, and such further medical examination and treatment to
stabilize the Covered Person as are within the capabilities of the staff and facilities
available at the hospital.

2.1.18.4 Co-Insurance percentages and Co-Payment amounts for any PPACA Emergency
Services provided by Non-Participating Providers shall not be greater than such
percentages or amounts that would be applied to Participating Providers. The
Company’s payments for any PPACA Emergency Service shall not be more than the
greater of:

2.1.18.4.1 The amount negotiated with Participating Providers for the PPACA
Emergency Service (excluding any Co-Insurance or Co-Payment
normally charged the Covered Person for such service when provided by
Participating Providers); or

2.1.18.4.2 The amount calculated using the same method the Company generally
uses under this Agreement to determine payments for such services
when provided by Non-Participating Providers, but excluding any Co
Insurance or Co-Payment normally charged the Covered Person for such
service when provided by Participating Providers; or

2.1.18.4,3 The amount that would be paid under Medicare (Part A or Part B) for the
PPACA Emergency service, excluding any Co-Insurance or Co-Payment
normally charged the Covered Person for such service when provided by
Participating Providers.
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2.1.19 Enrollment: Shall be defined as the acceptance, as of a specified date, of a written
application for coverage under the Plan on forms provided by the Company.

2.1.20 Experimental: Shall be defined as all procedures and treatments not covered under the
Medicare Program (Title XVIII of Social Security Act of 1965, as amended), unless otherwise
specifically included or excluded under this Agreement.

2.1.21 HIPAA: Shall be defined as the Health Insurance Portability and Accountability Act of 1996,
as amended (including amendments by PPACA), including all provisions codified at 42
U.S.C. §300gg, and the regulations promulgated thereunder.

2.1.22 Home Health Care Agency: Shall be defined as a public or private agency or organization,
or part of one, that primarily provides Home Health Care Services and complies with the
following requirements:

2.1.22.1 Is legally qualified in the state or locality in which it operates;

2.1.22.2 Keeps clinical records on all patients;

2.1.22.3 Services are supervised by a Physician or Nurse; and

2.1 .22.4 Services provided by the Home Health Care Agency am based on policies
established by associated professionals, which include at least one Physician and
one Nurse.

2.1 .23 Home Health Care Plan: Shall be defined as a program of Home Health Care established
and approved in writing by the Covered Person’s Physician for the provision of Home Health
Care Services. The Physician shall state that confinement to a Hospital or Skilled Nursing
Facility would be Medically Necessary for the treatment of the Covered Person’s Injury or
Illness if the Home Health Care Plan is not provided.

2.1.24 Home Health Care: Shall be defined as the Services set forth below, subject to all other
exclusions and limitaons set forth in this Agreement:

2.1.24.1 Part4ime or intermittent home nursing Services from or supervised by a registered
Nurse or a licensed practical Nurse;

2.1.24.2 Part-time or intermittent home health aide Services;

2.1.24.3 Physical therapy; and

2.1 .24.4 Medical supplies, drugs and medications prescribed by a Physician, and laboratory
Services to the extent that they would have been covered if provided or performed in
a Hospital or Skilled Nursing Facility.

2.1.24.5 be a Covered Service, Home Health Service shall:

2.1.24.5.1 replace a needed Hospital or Skilled Nursing Facility stay;

2.1.24.5.2 be for the care or treatment of a Covered Person’s illness or injury;
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2.1.245.3 be ordered in wribng by the Covered Person’s Physician; and

2.1.24.5.4 be provided in the Covered Person’s home (permanent or temporary) by
a properly licensed Home Health Care Agency.

2.1.25 Hospice: Shall be defined as a coordinated plan of home and/or Inpatient Services, which
treats a Terminally lfl patient and his or her family as a unit, focusing on providing comfort
rather than on curing an illness. The plan provides Services to meet the special needs of the
family unit during the final stages of a Terminal Illness and during bereavement. These
services may include physical care, counseling, drugs, equipment and supplies for the
terminal illness and related condition(s). Services are provided by a team made up of trained
medical personnel, homemakers and counselors. The team acts under an independent
hospice administration and helps the family unit cope with physical, psychological, spiritual,
social and economic stress. Hospice is generally provided in the home, is not limited to
people with cancer, and must be approved as meeting established standards, including but
not limited to compliance with any licensing requirements of Guam, and the benefit period
begins on the date the attending physician certifies that a covered member is terminally ill.

2.1,26 Hospital: Shall be defined as a medical institution which is operated in accordance with the
laws of the jurisdiction in which the Hospital is located. The Hospital must, on an Inpatient
basis, be primarily engaged in providing diagnostic and therapeutic facilities for surgical and
medical diagnosis, and treatment of injured and sick persons. These Services must be
provided by or under the supervision of Physicians and the institution must continuously
provide twenty-four (24) hours a day Nursing Service by Nurses.

2.1.26.1 A Hospital may include a psychiatric or tuberculosis facility which satisfies the above
requirements.

2.1.26.2 Any institution which is, primarily, a place for rest, a place for the aged, or a nursing
home shall not be considered a Hospital for purposes of this Agreement.

2.1.27 Injury: Shall be defined as a condition caused by Accidental means that results in damage
to the Person’s body independently of Illness and is a result of an unexpected slip, fall, blow
or other violent external force. Injury shall also include a scenario that is not unexpected or
not Accidental if it constitutes a PPACA Emergency.

2.1.28 Illness: Shall be defined as a bodily disorder, disease, physical sickness, Pregnancy,
Mental or Nervous Condition or congenital abnormality.

2.1.29 Inhalation Therapy: Shall be defined as remedial Services for an Illness or Injury by means
of intermittent positive pessure breathing equipment.

2.1.30 Inpatient: Shall be defined as a Covered Person admitted to a Hospital, Skilled Nursing
Facility or Hospice for a condition requiring confinement.

2.1.31 Intensive Care Unit: Shall be defined as a section, unit or area of a Hospital that is
designated as an intensive care unit by the Hospital and is reserved and operated
exclusively for the purpose of providing Services for critically ill patients.

2.1.32 Maximum Annual Benefit: Shall be defined as those benefits payable under this
Agreement that have annual maximum limits for each Covered Person as shown in Exhibits
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attached hereto.

2.1.33 Medically Necessary or Medical Necessity: Shall mean services or supplies which, under
the provisions of this Agreement, are determined to be:

2.1.33.1 appropriate and necessary for the symptoms, diagnosis or treatment of the Injury or
Illness or dental condition;

2.1 .33.2 provided for the diagnosis or direct care and treatment of the Injury or Illness or
dental condition;

2.1.33.3 within standards of good medical or dental practice within the organized medical or
dental community;

2.1.33.4 not primarily for the convenience of the Covered Person or of any Provider providing
Covered Services to the Covered Person;

2.1.33.5 an appropriate supply or level of service needed to provide safe and adequate care;

2.1.33.6 within the scope of the medical or dental specialty, education and training of the
Provider;

2.1.33.7 provided in a setting consistent with the required level of care; or

2.1.33,8 preventative Services as provided in the Plan.

2.1.34 Medicare: Shall be defined as Title XVIII (Health Insurance for the Aged) of the Federal
Social Security Act, which includes Part A, Hospital Insurance Benefits for the Aged; Part B,
Supplementary Medical Insurance Benefits for the Aged; and Part C, miscellaneous
provisions regarding both programs, and also including any subsequent changes or additions
to those programs.

2,1.35 Medicare Supplement Insurance: Shall mean private health insurance designed to
supplement Medicare, which is designed primadly as a supplement to reimbursements under
Medicare for the hospital, medical or surgical expenses of persons eligible for Medicare, and
meeting standards established by Section 1882 of the Social Security Act (42 USC §1395ss).

2.1.36 Mental or Nervous Condition: Shall be defined as a condition which includes neurosis,
psychoneurosis, psychopathy, or psychosis or disease of any kind, in a degree which
subsequently impairs the Covered Person’s economic or social functioning; and shall, as
required by the Parity In Health Insurance For Mental Illness and Chemical Dependency Act,
Title 22, Guam Code Annotated, Chapter 28, include the definition of Mental Illness
contained in said Act; and shall include, as required, relevant definitions found in the Mental
Health Parity Act of 1996, Public Law 104-204.

2.1.37 Network: Shall be defined as the network of Participating Providers. Network may also be
referred to as Plan Network.

2.1.38 Nurse, Nursing, Nursing Services: Shall be defined as a registered graduate nurse (RN),
a licensed vocational nurse (LVN), or licensed practical nurse (LPN) who has received
specialized Nursing training and experience and is duly licensed to perform such Nursing
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Services by the state or regulatory agency responsible for such licensing in the jurisdiction in
which the individual performs such Services.

2,1.39 Occupational Injury: Shall be defined as an Injury arising out of, or in the course of,
employment.

2.1.40 Palliation Therapy: Shall be defined as patient and family centered care that optimizes the
quality of life by anticipating, preventing, and treating suffering. Palliative care throughout the
continuum of illness involves addressing physical, intellectual, emotional, social and spiritual
needs and facilitating patient autonomy, access to information and choice. Palliative care
should be covered on an outpatient basis only.

2.1.41 Participating Providers, Non-Participating Providers, Providers and Network:

2.1.41.1 Providers shall be defined as health care providers who are duly licensed in their
jurisdiction and acting within the scope of their license. Such term shall include,
without limitation, Physicians, Hospitals, ancillary health Services facilities and
ancillary health care providers.

2.1.41.2 Participating Providers shall be defined as Providers who: (i) have directly, or
indirectly through Company’s agreements with other networks, entered into an
agreement with the Company to provide the Covered Services; and (ü) are assigned
from time to time by the Company to participate in the Network or any other network
of Company pursuant to this Agreement.

2.1.41.3 Payment of claims to Providers: Claims shall be paid based on the agreements that
Company has with its providers whenever the services are rendered by a
participating provider.

2.1.42 PHSA: Shall mean the Public Health Service Act provisions that are part of HIPM (as
defined above), some of which have been added to the PHSA by PPACA.

2.1.43 Physician: Shall be defined as a legally licensed medical doctor, Dentist, surgeon,
chiropractor, osteopath, podiatrist (chiropodist), optometrist, or clinical Psychologist acting
within the scope of his or her license. A Physician shall not include a medical resident, intern,
fellow, Physician’s assistant, social worker or master prepared therapist.

2.1.44 Physician’s Services: Shall be defined as Medically Necessary professional Services
provided by duly licensed Physicians including diagnosis, consultation, medical treatment,
surgery, anesthesia, physical therapy, x-ray and laboratory services, diagnostic procedures
such as electrocardiograms, electroencephalograms, and other services customarily
provided by Physicians for patients. Experimental Services shall not be included within the
scope of Physicians’ Services.

2.1.44.1 Primary Care Services. Basic, routine or general health care services of indMduals
with common health problems and chronic illnesses that can be managed on an
outpatient basis. Primary care is provided by primary care physicians, nurse
practitioners1 physician assistants and other mid-level practitioners.

2.1.44.2 Specialist Care Services. Services provided by a medical specialist to whom a patient
has been referred, usually by a primary care provider.
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2.1.45 Physical Therapy: Shall be defined as remedial Services for the treatment of an Injury or
Illness by means of therapeutic massage and exercise; heat, light and sound waves;
electrical stimulation; hydrotherapy; and manual traction.

2.1.46 Plan: Shall be defined as the GavGuam Retiree Supplement Insurance benefits provided in
accordance with this Agreement.

2.1.47 Plan Year: Shall be defined as the twelve (12) month pedod during which GovGuam Reree
Supplement Insurance benefits are provided under this Agreement.

2.1.48 PPACA: Shall mean the Patient Protection and Affordable Care Act of 2010, as amended.

2.1.49 PPACA Preventative Care Services: Shall mean care required by Section 2713 of the
PHSA, as added by PPACA, to be provided without cost-sharing.

2.1.49.1 Care considered PPACA Preventative Care shall be:

2.1.491.1 Evidence-based items or services that have in effect a rating of A or B in
the most recently updated recommendations of the United States
Preventive Services Task Force (“USPSTF”) with respect to the individual
involved, except that 2009 USPSTF recommendations regarding breast
cancer screening, mammography, and prevention issued in or around
November 2009 shall not be considered current for purposes of this
provision; and

2.1.49.1.2 With respect to women, any additional evidence-informed preventive care
and screenings provided for in comprehensive guidelines supported by
the HRSA.

2.1.50 Preferred Drug Formulary: Shall be defined as those medications chosen by the Company
for their safety, effectiveness and affordability. The Preferred Drug Formulary is subject to
change during the Plan Year.

2.1.51 Preferred Provider (Center of Excellence): Preferred Provider shaH be defined as a
Participating Provider that is a Hospital or Ambulatory Surgical Center located outside of
the Service Area. The Hospital or Ambulatory Surgical Center shall be a Participating
Provider at the time Services are rendered to the Covered Person and shall be specifically
designated by name as a Preferred Provider in the more recent of Company’s most current
member brochure or Company’s most current updated provider directory.

2.1.52 Premium: Shall be defined as the dollar amount paid to the Company for the provision of
this Plan to Covered Persons.

2.1.53 Psychiatric Services or Psychoanalytical Care: Shall be defined as Services provided for
the treatment of a Mental or Nervous Condition.

2.1.54 Psychologist: Shall be defined as an individual holding the degree of Ph.D., licensed as a
psychologist in the jurisdiction in which services are provided, and acting within the scope of
his or her license.
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2.1.55 Registered Bed Patient: Shall be defined as a Covered Person who has been admitted to
a Hospital or a Skilled Nursing Facility or a Hospice upon the recommendation of a Physician
for any Injury or Illness covered by this Agreement and who is confined by the Hospital,
Skilled Nursing Facility or Hospice as an Inpatient.

2.1.56 Room and Board: Shall be defined as all charges, by whatever name called, which are
made by a Hospital, Hospice, or Skilled Nursing Facility as a condition of providing Inpatient
Services. Such charges do not include the professional Services of Physicians nor intensive,
private duty Nursing Services by whatever name called.

2.1,57 Semi-Private: Shall be defined as a class of accommodations in a Hospital or Skilled
Nursing Facility in which at least two (2) patient beds are available per room.

2.1.56 Services: Shall be defined as medical, dental or other health care services, treatments,
supplies, medications and equipment.

2.1.59 Service Area: Shall be defined as Guam and the Commonwealth of the Northern Mariana
Islands. Enrollment to this Plan is limited to individuals residing in the Service Area,

2.1.60 Skilled Nursing Facility: Shall be defined as a specially qualified and licensed facility that:

2.1.60.1 For a fee and on an Inpatient basis, provides 24 hour per day skilled Nursing services
under the full-time supervision of a Physician or Nurse and provides physical
restoration services for persons convalescing from an Injury or Illness; and

2.1.60.2 maintains daily clinical records; and

2.1 .60.3 comphes with legal requirements applicable to the operation of a skilled nursing
institution; and

2.1.60.4 has transfer arrangements with one or more Hospitals; and

2.1.60.5 has an effective utilization review plan; and

2.1.60.6 is approved and licensed by the jurisdiction in which it operates.

2.1.61 Specialty Drugs: Charges for medications used to treat certain complex and rare medical
conditions. Specialty drugs are often self-injected or self-administered. Many grow out of
biotech research and may require refrigeration or special handling.

2.1,62 Subscriber: Shall be defined as a Covered Person.

2.1.63 Surgery and Surgical Services: Shall be defined as Medically Necessary Services directly
performed by a Physician in the treatment of an Injury or Illness which requires one or more
of the following: cutting; suturing; diagnostic or therapeutic endoscopic procedures;
debridement of wounds, including burns; surgical management or reduction of fractures or
dislocation; orthopedic casting; manipulation of joints under general anesthesia; or
destruction of localized lesions, cryotherapy or electrosurgery. The term ‘Surgery’ does not
include Dental Services, routine venipuncture or minor endoscopic examinations,

2.1.64 Terminally Ill: Shall be defined as a medical prognosis of limited expected survival of six(S)
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months or less at the time of referral to a Hospice of a Covered Person with a chronic,
progressive Illness which has been designated by the Covered Persons attending Physician
as incurable.

2,1.65 Urgent Care: Shall be defined as the delivery of ambulatory medical care outside of a
hospital emergency department on a walk-in basis, without a scheduled appointment.
Urgent care centers treat many problems that can be seen in a primary care physician’s
office, but urgent care centers offer some services that are generally not available in primary
care physician’s offices such as x-rays and minor trauma treatment.

§2.2 PPACA Requirements: It is the intent of this Agreement to provide, at a minimum, all of the
benefits, rights and responsibilities afforded as a result of the Patient Protection and Affordable Care Act (Public Law
111-148), and the regulations promulgated under the authority of this Act, except for the benefits, rights and
responsibihUes as specifically excluded by GovGuam.

§2.3 Guaranteed Renewability of Health Insurance Coverage: In the event that GovGuam invokes
the protection afforded by the Health Insurance Portability and Accountability Act of 1996, as amended, found at
Section 2712 of the Public Health Services Act, and its regulations, for the guaranteed renewability of health
insurance coverage the parties agree that coverage would be continued until a new contract is in place with the first
ninety (90) days of coverage guaranteed at the same rate and plan designs.

ARTICLE 3

Services

§3.1 Company shall provide Covered Persons with the GovGuam Retiree Supplement Plan, subject to
the applicable limitations and conditions, set forth in this Agreement and the aftached Exhibits incorporated herein.

§3.2 Company shall provide Covered Persons with Additional Insurance Benefits coverage in the
Philippines, at Participating Providers, and when pre-authorized by the Company, for services not covered by
Medicare, consistent with the extent of services and subject to the exclusions set out in the Group Health Certificate,
incorporated herein, on a first dollar basis without deductible, and without co-payment.

§3,3 Company shall provide Covered Persons an Optional Dental Benefits Plan subject to the
applicable limitations and conditions set forth in this Agreement and the Optional Dental Benefits Plan incorporated in
the Group Health Certificate.

§3.4 Company shall pay the co-payments, deductibles, and co-insurance required by Medicare and
treat Covered Person as having met the Out-of-Pocket maximum under the plan for purposes of receiving benefits
under this Agreement.

ARTICLE 4

Rates and Premiums

§4.1 Rates. Company shall provide the GovGuam Retiree Supplement Insurance benefits set forth in
§3.1 and the Additional Insurance benefits set forth in §3.2 for the semi-monthly rate of $188.22 for Class I and
$398.47 for Class II effechve October 1, 2017 through September 30, 2018, and the optional Dental Plan set forth in
§3.3 for the semi-monthly rate of $16.04 for Class I and $37.26 for Class II effective October 1, 2017 through
September 30, 2017.

TakeCare R5P Agreement
11



§4.2 Premium Payment. GovGuam shall pay the Premium due under this Agreement to Company
within fifteen (15) business days after the close of each GovGuam pay period. Each such Premium payment shall be
for the preceding pay period. Payment in full of all Premiums due constitutes a discharge of GovGuam’s
responsibility for the cost of benefits and administration provided under this Agreement. Should GovGuam fail to pay
any Premium when due under this Agreement, Company shall have the right to suspend performance under this
Agreement with respect to any Covered Person whose Premium payments have not been paid by GovGuam, in
addition to the right of termination under Article 5.2.1 and Article 5.3. However, such suspension may only take place
after Company provides written notice to GovGuam at least ten (10) days prior to the suspension stating the names
of the Covered Persons at risk of suspension and the amount of Premium owed for each. Further, Company shall
retroactively reinstate a Covered Persons right to benefits upon full payment of the past due Premiums only if the
premiums are paid within 120 days after the notification of the suspension.

§4.3 Experience Participation. No later than January 31, 2019, the Company shall present to
GovGuam an annual experience participation accounting, which will produce either a positive or negative balance
after accounting for all incurred claims and the 14% of premium guaranteed retention for the Company, such
experience participation to be determined as follows,

4.3.1 The term “Target Experience” shall mean the amount calculated by multiplying (a) the
total Premiums earned by the Company for the full 12-month Plan Year ending
September 30, 2018 under the HSA $2,000 deductible policy and the PPO $1,500
deductible policy issued to GovGuam with respect to such Plan Year (such two separate
policies being referred to, collectively, as the “Participating Policies”), by (b) eighty-six
percent (86%).

4.3.2 The “Actual Experience” shall be an amount calculated by subtracting from the Target
Experience all claims incurred during such Plan Year under both the Participating Policies
(i.e., Actual Experience Target Experience (Total Premiums x 66%) minus incurred
claims).

4.3.3 To the extent the Actual Experience is positive (i.e., an amount greater than zero), such
amount will be called an “Experience Refund,” and the Company shall remit such amount
to GovGuam for placement into the “Section 2718 Fund” established by Tifle 4, Guam
Code Annotated, Section 4302.3 (P.L. 31-233:Xll:18).

4.3.4 To the extent the Actual Experience is negative (i.e., an amount less than zero), the
Company may add this amount to the premium needed for the Plan Year beginning on
October 1, 2018, but only if the Company is the health insurance provider during such
Plan Year.

4.3.5 This Experience Participation provision determines the combined Actual Experience of
both the Participating Policies. Identical provisions, describing the combined calculation,
are included in each of the Participating Policies for convenience, but the result of the
combined calculation shall be applied only once. If necessary to determine the distribution
of any positive or negative amount of Actual Experience between the two Participating
Policies, such amount may be allocated between the two policies in any share, at the
discretion of GovGuam, as long as the total of the shares is equal to the combined
amount of the Actual Experience.

4.3.6 If PPACA’s Minimum Loss Ratio (‘MLR9 requirements result in payment, from the
Company to GovGuam, of a refund for either the 2017 or 2018 calendar year MLR
calculations, any Experience Refund calculated above in section 4.3.3, will be reduced by
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the portion of the MLR refund payable to GovGuam and applicable to the Participating
Policies. The portion applicable to the Participating Policies is determined by multiplying
the MLR refund by the ratio of the Participating Policies’ earned premium in the calendar
year to the total of the GovGuam earned premium in that calendar year A hypothetical
illustration is included in this agreement as Exhibit G.

ARTICLE 5

Term and Termination

§5.1 Term. The Agreement is for a one year term beginning October 1, 2016 and ending September
30, 2017, unless terminated for major default in services, given by written notice from GovGuam to Company not less
than ninety (90) calendar days or unless modified by mutual agreement.

§5.2 Termination.

5.2,1 By Company. If GovGuam fails to make any Premium payment wfthin fifteen (15) days
after receipt of a whtten notice of non-payment from Company, Company may terminate this Agreement by providing
at least fifteen (15) days prior written notice of termination to GovGuam and all Subschbers under this Agreement.

§5.3 Individual termination.

5.3.1 Non-payment of Premium. Company may, in accordance with the notice provisions
contained in §5.2.1 terminate the coverage of one or more individual Covered Persons for non-payment of Premium
without terminating this Agreement as to other Covered Persons for whom Premiums have been received by
Company.

5.3.2 Other Reasons. Except for non-payment of Premiums, Company may only terminate a
Covered Person as provided in Article 5 of the Group Health Certificate attached hereto.

5.3.3 Review of Termination. Any Covered Person whose coverage is terminated pursuant to
this Section 5.3 shall be entitled to a review through the PPACA Claims Procedure set forth in this Agreement, if so
requested.

§5.4 Effect of Termination. In the event of termination of this Agreement for a Covered Person,
Company shall be responsible for providing the benefits contained in this Agreement up to the effective date of
termination and GovGuam shall be responsible for payment of the Premiums up to said effective date.

ARTICLE 6

Enrollment

§6.1 Regular Open Enrollment. The parties to this Agreement shall establish one (1) open Enrollment
period, which shall be the same pehod as for all Other Plans offering health insurance and/or health benefits
programs to GovGuam. During such pehod GovGuam shall provide Company with the assistance and cooperation
detailed in Article 8. Except as provided in §6.1.1, §6.2 and §6.3 below, the open Enrollment period is the only time
during which current and potential Covered Persons shall be allowed to enroll in this Plan or to disenroll from this
Plan. The effective date of such Enrollment or disenrollment shall be the effective date of this Agreement, unless
otherwise specified by GovGuam in accordance with this Agreement or unless otherwise required under HIPM or
Social Security Act of 1882.
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6.1.1 Special Open Enrollments. If GovGuam holds a special open Enrollment duhng the
Plan Year, Company shall participate in such special open Enrollment! unless otherwise agreed by the parties, or
unless the Plan is no longer to be offered as of the entry date of the special open Enrollment period, lithe special
open Enrollment shall impact on rates, the parties shall negotiate an appropdate change prior to the participation of
Company in such special open Enrollment.

§6.2 Newly Eligible Persons. Subject to §6.3, any individual who first becomes eligible to be a
Covered Person outside the open Enrollment peñod, shall have thirty (30) days after the date on which he/she
became eligible to become a Covered Person. The effective date of such Enrollment shall be as specified in §5.5 of
the Certificate.

§6.3 Otherwise Eligible. Enrollment shall be restricted to only those occasions provided for in this
Article 6 unless an individual is eligible for Enrollment under the 111PM provisions allowing special enrollment rights.
Enrollment shall be in accordance with 111PM and PPACA requirements.

ARTICLE 7

Company’s Responsibilities

§7.1 Marketing. Company shall print and provide necessary brochures, announcements, instructions,
Enrollment forms, and certificates for Enrollment purposes and for distribution to potential Covered Persons.
Company shall be responsible for the dissemination of information to potential Covered Persons regarding the Plan.
Company shall provide agreed upon quarterly communication to members clearly defining the benefits of the current
plans in place. Company will work directly with the Government of Guam to determine their needs in distribution, and
type of communication desired.

§7.2 Benefits to be Provided. Company shall, in consideration of receipt of applicable Premiums,
provide the benefits contained in this Agreement through the earlier of the effective date of a Covered Person’s
termination or the termination of this Agreement.

§7.3 Financial and Medical Cost Information. In accordance with Title 4 GCA, Section 4302 (b) and
(g), Company shall provide GovGuam detailed claims utilization and cost information, and shall provide upon
reasonable request, the most recent audited financial statements, experience data, and any other information
pertaining to this Agreement. GovGuam may, upon reasonable notice of no less than fifteen (15) working days, audit
Company to confirm the accuracy of the information provided specifically to the government of Guam book of
business.

§7.4 Confidential Information. The parties hereto shall maintain the confidentiality of any and all
medical records which shall be in their possession and control, and such information shall only be released or
disseminated pursuant to the valid authorization of the Covered Person whose medical condition is reflected in such
medical records or as shall be otherwise permitted under applicable law. Upon request and subject to applicable law,
Company shall make available to GovGuam medical records to assure Covered Persons are receiving adequate and
appropriate benefits in accordance with the Certificate.

§7.5 Errors and Omission Insurance. The Company shall use all reasonable efforts to secure and
maintain current errors and omission liability insurance of at least One Million Dollars ($1,000,000) during the term of
this Agreement.

§7.6 Payment of Claims. Company shall pay claims in accordance with the Guam Health Care Prompt
Payment Act of 2000 and the applicable claims payment requirements of PPACA. Appeals of claim denials shall
comply with applicable requirements of PPACA claim and external review requirements.
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§7.7 Notification. Company shall fulfill the notice requirements of the Women’s Health and Cancer
Rights Act of 1998, and the Newborns and Mothers Health Protection Act of 1996, and shall be responsible for
notice requirements applicable to PPACA requirements.

§7.8 Termination Notification. If the Company terminates this Agreement, Company shall provide
GovGuam with an adequate number of payroll stuffers announcing its termination at least fifteen (15) days prior to
the date of termination. Further, Company shall fully cooperate with GovGuam in transitioning Covered Persons to
Other Plans.

§7.9 Sole Source Provider. If there is a Covered Service which is provided on Guam by only one
provider who is not a Participating Provider, the eligible Charges for such services shall be as if the sole source
provider were a participating provider

§7.10 Performance Guarantees. Performance guarantees have the appropriate annual
penalties listed by each guarantee as stated in Exhibit E with a maximum amount of $105,000 annually. The
penalties, if any, are to be paid annually upon an annual review meeting wfthin thirty (30) days after the end of the
plan year.

§7.11 Online Access Capabilities. The Company shall provide, for the benefit of the Covered Person
and GovGuam, the following online access capabilities:

7.10.1 Online access is available twenty-four (24) hours a day, seven (7) days a week in
accordance with Section 508 standards of the Rehabilitation Act of 1973 as amended.

7.10.2 For the Covered Person, access to Personal Claim Record (“PCR’) to include historical
health conditions, prescription medications, office visit summary and procedures where a
medical claim has been filed.

7.10.3 For the Covered Person, access to record of medical and dwg claims.

7.10.4 For the Covered Person, ability to verify eligibility.

7.10.5 Ability of Providers to submit claims through a separate portal rather than through
Company’s website for payment.

7.10.6 For the Covered Person, GovGuam, and Providers access to Schedule of Benefits,
Member Handbooks and Provider Network Information.

7.10.7 For the Covered Person, ability to print PCR to federal compliance standard file formats or
plain text file.

7.10.8 For the Covered Person, ability to print online membership cards.

7.10.9 For the Covered Person, access to interactive tools for researching health issues,
treatments, and risk assessment tools for health conditions.

ARTICLE 8

GovGuam’s Responsibilities

§8.1 Marketing. GovGuam shall give Company reasonable assistance and cooperation to enable
Company to contact all sources of Enrollment, to disseminate all information, to distribute and post literature, to
TakeCare RSP Agreement
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provide access to employees during working hours, to provide all employees’ names and addresses, and to instruct
department heads to provide Company’s representatives reasonable opportunity for personal contact with
employees, consistent with that given other GovGuarn contracted health plans, for the purpose of explaining
Company’s Plan to GovGuam employees.

§8.2 Responsible Persons. GovGuam shall designate persons within each agency, department and
branch, who shall be responsible for the handling of health insurance problems, Enrollment, and cancellations within
their particular department. These designated persons shall be available to attend meetings on government time for
the purpose of reviewing administrative procedures, and to assist in problem solving relating to this Agreement.

§8.3 Personnel Changes. GovGuam shall provide written notice to Company of terminations,
resignations, department transfers, and the like, so that coverage can be terminated at the appropriate time.
GovGuam shall make available to Company a computer listing of each employee receiving an applicable payroll
deduction for Premiums no later than fifteen (15) working days following each pay period.

83.1 Individual with Questionable Status, If GovGuam does not provide the list of
employees as required in §8.3, Company shall have the right to charge an individual whose Enrollment is in question
for any Covered Services rendered prior to receipt of written verification of eligibility and Enrollment by GovGuam. If
such individual is subsequently determined to be a Covered Person, and GovGuam remits a Premium payment for
the Covered Person for the period for which the Covered Services were rendered, Company shall cancel all charges
to the Covered Person and return any amounts collected. If Company files a written objection to an Enrollment list
forwarded by GovGuam, then within thirty (30) days after the filing, GovGuam shall provide Company with the
applicable change of status forms, Enrollment cards, and other documentation substantiating the accuracy of the
Enrollment records and meet with Company to reconcile any differences. Evaluation of such individual’s entitlement
shall be handled in accordance with PPACA’s applicable Claims Procedure requirements, taking into account any
applicable PPACA prohibition on rescissions and any applicable PPACA requirement that costs of care be provided
or continued during evaluation period

§8.4 No restrictions on Enrollment. GovGuam shall place no restriction or limitation on the
percentage or number of Enrollments in the Plan.

ARTICLE 9

Covered Person’s Responsibilities

§9.1 Acceptance. By Enrolling in the Plan, all Covered Persons agree to the terms, provisions and
conditions of this Agreement.

§9.2 Continued Residency. Except as specifically stated in this Agreement, Enrollment in the Plan
shall be limited to Covered Persons domiciled in the Service Area, and who do not reside outside the service area for
more than one hundred eighty-two (182) days per plan year, Company shall be entitled to require substantiation from
a Covered Person to determine the Covered Person’s Domicile and may deny benefits under this Agreement for lack
thereof. For a Covered Person Domiciled in the Service Area, time spent receiving continuous medical Services out
of the Service Area shall not count toward the one hundred eighty-two (182) day maximum, provided the receipt of
such Services precludes returning to the Service Area. Further, time spent by a parent or Spouse of such covered
person shall not count toward the one hundred eighty-two (182) day maximum, provided the parent or Spouse is
providing necessary assistance to the Covered Person and further provided that under no circumstance can there be
more than one such caregiver hereunder for any incident of care out of the Service Area.

§9.3 Continued Enrollment in Medicare. Covered Person agrees to be continuously enrolled in
Medicare Parts A (Hospital) & B (Medical) for the entire benefit year (October 1, 2016 to September 30, 2017).
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ARTICLE 10

Notices

§10.1 Address of Record. For the purpose of communication and services of notice under this
Agreement, the parties’ addresses are as follows:

To: TakeCare Insurance Company, Inc. To: GovGuam
415 Chalan San Antonio, Ste. 308 Director
Tamuning, Guam 96913 Department of Administration

Government of Guam
590 S. Marine Corps Dr., Ste. 224
Tamuning, Guam 96913

§10.2 Method of Service. Notices shall be in writing and effective upon either receipt of a hand-
delivered notice or the posting of notice by first class mail, postage prepaid, to the address listed herein or such other
address as a party may designate by providing written notice to the other party from time to time.

ARTICLE 11

Dispute Resolution

§11.1 Mandatory Disputes Resolution Clause (As amended but consistent with 2 CAR Div. 4 §
9103(g) and applicable law). GovGuam and the Company agree to attempt resolution of all controversies which
arise under, or are by virtue of, this Agreement through mutual agreement. If the controversy is not resolved by
mutual agreement, then the Company shall request GovGuam in writing to issue a final decision within sixty days
after receipt of the written request. If GovGuam does not issue a written decision within sixty days after written
request for a final decision, or within such longer period as may be agreed upon by the parties, then the Company
may proceed as though GovGuam had issued a decision adverse to the Company. GovGuam shall immediately
furnish a copy of the decision to the Company, by certified mail with a return receipt requested, or by any other
method that provides evidence of receipt. GovGuam’s decision shall be final and conclusive, unless fraudulent or
unless the Company appeals the decision. This subsecuon applies to appeals of GovGuam’s decision on a dispute.
For money owed by or to GovGuam under this Agreement, the Company shall appeal the decision in accordance
with the Government Claims Act by initially filing a claim with the Office of the Attorney General no later than eighteen
months after the decision is rendered by GovGuam or from the date when a decision should have been rendered.
For all other claims by or against GovGuam arising under this Agreement, the Office of the Public Auditor has
jurisdiction over the appeal from the decision of GovGuam. Appeals to the Office of the Public Auditor must be made
within sixty days of GovGuam’s decision or from the date the decision should have been made. The Company shall
exhaust all administrative remedies before filing an action in the Superior Court of Guam in accordance with
applicable laws. The Company shall comply with GovGuam’s decision and proceed diligently with performance of this
Agreement pending final resolution by the Superior Court of Guam of any controversy arising under, or by virtue of,
this Agreement, except where the Company claims a material breach of this Agreement by GovGuam. However, if
GovGuarn determines in writing that continuation of services under this Agreement is essenUal to the public’s health
or safety, then the Company shall proceed diligently with performance of the Agreement notwithstanding any claim of
material breach by GovGuam.

ARTICLE 12

Governing Law
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The rights and responsibilifies of the parties and their respective officers, directors, employees, agents and
representatives under this Agreement and their performance hereunder shall be governed by the laws of Guam.

ARTICLE 13

Miscellaneous

§13,1 Government Laws and Regulation. Company guarantees the negotiated rates shall remain in
effect for the Plan Year. However, if during such year the Government of the United States or GovGuam enacts
statutes or promulgates regulations which (i) require that the Company offer different coverage to Covered Persons
than that specifically provided in this Agreement; or (ii) causes an increase or decrease in Provider rates or other
costs, the parties reserve the right on thirty (30) days written notice to the other to adjust the Premiums if the parties
mutually determine that such mandate or law shall change Company’s costs under this Agreement by more than five
percent (5%). Where the Agreement indicates that a PPACA requirement might override a specific imitation, this
section 13.1 shall apply if it is determined that a PPACA override is in fact required.

§13.2 Contingent Fee Warranty. Company warrants that it has not retained anyone to solicit or secure
this Agreement for payment of a commission, percentage, brokerage, or contingent fee, except for Company’s bona
fide employees or any bona fide established commercial selling agencies which Company may disclose to
GovGuam,

§13.3 Gratuity Warranty. Company warrants that it has not violated, is not violating, and promises it
shall not violate the prohibition against gratuities and kickbacks set forth in Guam Procurement Regulations at Title 2,
GAR, Div.4111O7.

§13.4 Personal Interest Disclaimer. Company warrants that no member of any governing body of any
agency of GovGuam and no officer, employee, or agent of GovGuam who exercises any functions or responsibilities
in connection with the work to which this Agreement pertains has or shall have any personal interest, direct or
indirect, in this Agreement, except that such members, officers or employees may be Covered Persons under the
Plan. Company further warrants that no member of the Guam Legislature and no other official of GovGuam who
exercises functions and responsibilities in connection with the work to which this Agreement pertains has or shall
have any personal interest, direct or indirect, in this Agreement except as possible Covered Persons under the Plan.

§13.5 Captions. The capüons, section numbers and article numbers and marginal notes appearing in
this Agreement or in any copies of this Agreement are placed there only as a matter of convenience and in no way
define, limit, or describe the scope or intent of this Agreement.

§13.6 Waiver. The waiver of any breach of this Agreement by either party shall not be deemed a waiver
of any other breach or a waiver of any subsequent breach of the same nature.

§13.7 Excused Non-Performance. The parties’ performance hereunder shall be excused when the
failure of performance is caused by fire, explosion, acts of God, civil disorder, war, riot or other event not reasonably
within the control of the party.

§13.8 Entire Agreement. This Agreement, including the Certificate and Exhibits attached hereto, is the
entire Agreement between the parties. There are no terms or obligaons other than those contained herein
applicable to this Agreement. This instrument shall supersede all previous communications or representations,
whether verbal or written between the parties.

§13,9 Amendment. This Agreement may only be amended upon the written consent of both parties.
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§13.10 Time of Essence. Time is expressly made of the essence in this Agreement and for performance
hereunder.

§13.11 Limitation of Actions. Any action in relation to this Agreement must be brought no later than one
(1) year from the time such claim arises or should have been reasonably discovered.

§13.12 Third Party Rights. Nothing in this Agreement, whether expressed or implied, is intended to
confer any rights or remedies under or by reason of this Agreement on any persons other than the parties to this
Agreement and their respective successors and assigns.

§13.13 Successors in Interest. Each and all of the covenants, conditions, and restñctions in this
Agreement shall inure to the benefit of and shall be binding upon the assignees and successors in interest of
Company. However, Company shall not be entitled to assign its interest in this Agreement, or any prior or future
agreement with GovGuam, without the express written consent of GovGuam.

§13.14 Severability. If any term or provision of this Agreement or the application thereof shall to any
extent be determined to be invalid or unenforceable, the remainder of this Agreement or the application of such
remainder, other than as held invalid or unenforceable, shall not be affected and each term and condition of this
Agreement shall be valid and be enforceable to the fullest extent permitted by law.

§13.15 Counterparts. This Agreement, including the Group Health Certificate and Exhibits may be
executed by the parties in several counterparts, each of which shall be deemed to be an original copy.

§13.16 Legal Compliance. Company shall comply with applicable federal and local statutes and
regulations, including the certification requirements of HIPM and applicable requirements of PPACA and the PHSA.
To the extent not preempted by the laws of the United States, this Agreement will be construed in accordance with
and governed by the laws of Guam, In the event of conflict between any provision of this Agreement and applicable
law, the law shall govern.

§13.17 Determination of Currency Exchange Payments. When a service is rendered outside of the
United States, the claims shall be paid in accordance with Company’s agreements with its participating providers.
Claims for nonparticipating providers will be reimbursed using the Philippines fees as a reference. Additionally,
claims incurred outside of the United States will be based on the date of service and will be converted according to
the conversion rate, for cash transactions, against the U.S. Dollar as found in XE,com and for credit card
transactions, against the utilized specific conversion rate for the card used, For multiple dates of service, the rate will
be calculated based on the last date of service or payment, whichever is earlier in time.

§13.18 Restriction Against Contractor Employing Sex Offenders to Work at Government of Guam
Venues. The Company warrants that no person convicted of a sex offense under the provisions of Chapter 25 of
Title 9 Guam Code Annotated, or an offense as defined in Article 2 of Chapter 28, Title 9 Guam Code Annotated, in
Guam, or an offense in any jurisdiction which includes, at a minimum, all of the elements of said offenses, or who is
listed on the Sex Offender Registry, shall work for the Company on property of the government of Guam other than a
public highway. Further, the Company warrants that if any person providing services on behalf of the Company is
convicted of a sex offense under the provisions of Chapter 25 of Title 9 Guam Code Annotated or an offense as
defined in Article 2 of Chapter 28, Title 9 Guam Code Annotated or an offense in another jurisdiction with, at a
minimum, the same elements as such offenses, or who is listed on the Sex Offender Registry, that such person will
be immediately removed from working at such agency and that the administrator of said agency be informed of such
within twenty-four (24) hours of such conviction.

§13.19 Ethical Standards. With respect to this Agreement and any other contract the Company may
have, or wish to enter into, with any government of Guam agency, Company represents that it has not knowingly
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influenced, and promises that it will not knowingly influence, any government employee to breach any of the ethical
standards set forth in the Guam Procurement Law and in any of the Guam Procurement Regulations.

§13.20 Minimum Wages As Determined by U.S. Government. Company agrees to comply with Title 5,
Guam Code Annotated, Sections 5801 and 5802. In the event that Company employs persons whose purpose, in
whole or in part, is the direct delivery of service contracted by the Government, then the Company shall pay such
employees, at a minimum, in accordance with the U.S. Department of Labor Wage Determination for Guam and the
Commonwealth of the Northern Mañanas Islands in effect on the date of this Agreement. In the event that this
Agreement is renewed by the Government and the Contractor, at the time of the renewal, Company shall pay such
employees in accordance with the Wage Determination for Guam and the Commonwealth of the Northern Marianas
Islands promulgated on a date most recent to the renewal date. Company agrees to provide employees whose
purpose, in whole or in part, is the direct delivery of service contracted by the Government those mandated health
and similar benefits having a minimal value as detailed in the U.S. Department of Labor Wage Determination for
Guam and the Commonwealth of the Northern Madanas Islands, and guarantee such employees a minimum of ten
(10) paid holidays per annum per employee.
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IN WITNESS WHEREOF, GovGuam and Company have signed this Agreement on the aforementioned date.

f-Q&5

By:

Date:

By:

Mfrecto44’

Date:

Department of Administration

Effective Date

By: \

inkurance Commissioner,
Department of Revenue & Taxation

Date: II

By:

Date:

Directy’Burelof Budget and
Management esearch

JUN 152010

Bureau o .• -‘

h Pr 0’

By:

Date:

By:

Date:

ELIZABETH BARRETT-ANDERSON
Attorney General

f/fl/5 F

Lieutenant Governor of Guam

DE1*lTMENT Of ADMINLS1RATION
DMSK)N Of ACGO1JNTS
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GOVERNMENT OF GUAM

and

TAKECARE INSURANCE COMPANY, INC.

GROUP HEALTH CERTIFICATE

GOVGUAM RETIREE SUPPLEMENT INSURANCE

This Certiflcate, including Exhibits, deschbes the retiree supplement group health insurance benefits that shall be provided to each
Covered Person, the circumstances under which the benefits shall be provided, limitations on and exclusions from benefits, and
provisions for termination of benefits. No benefits are available under the Plan, except as set forth herein. In the event of a conflict
between the provisions of this Certificate and those of the Exhibits, the provisions of this Certificate shall govern.

This Additional Insurance Benefits plan provides coverage to covered Persons in the Philippines, Korea, Japan, or other Pacific-Asian
locations at Participating Providers, and when pre-authorized by the Company, for services not covered by Medicare, consistent with
the extent of services and subject to the exclusions set out herein on a first dollar basis without deductible, and without co-payment.

ARTICLE 2

Medical Benefits

Medical Benefits. Subject to the terms and conditions of this Agreement, payment for the Covered Services contained in this Article 2
(Medical Benefits”) shall be paid by Company when provided in accordance with this Agreement.

§2.1 Physician Services. Visits to or by a Physician for a non-Surgical health Services as a Covered Person may require
in the treatment of an Injury or Illness.

2.1.1 Phmary Care Services. As required by Section 2719A of the PHSA, as added by PPACA, each Covered
Person shall be entitled to designate any Participating Provider who is a Primary Care Physician and who is available to accept the
Covered Person as the Primary Care Physician for that Covered Person.

• Office visits with your Primary Care Physician during office hours

• Treatment for illness and injury

• Routine physical examinations

• Annual prostate screening (PSA) and digital exam for males age 40 and over, and for males considered
to be at high risk who are under age 40

• Routine gynecological examinations and Pap smears for females, performed by your Primary Care
Physician or a participating gynecologist. No referral to a gynecologist is required for a female to obtain
covered gynecological care from a gynecologist.

• Annual mammography screening for asymptomatic women age 40 and older

Note: Diagnostic mammography for women with signs or symptoms of breast disease is covered
as medically necessary.

• Routine immunizations (except those required for travel/work)

• Annual eye examinations without a referral to a participating provider

• Routine hearing screenings
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2.1.2 Specialist Care Services. Services provided by a medical specialist to whom a patient has been referred,
usually by a primary care provider.

• Participating specialist office visits.

• Participating specialist consultations, including second opinions.

• Outpatient surgery for a covered surgical procedure when furnished by a participating outpatient
surgery center. All outpatient surgery must be approved in advance by the Company.

• Preoperative and postoperative care.

• Casts and dressings.

• Radiation therapy.

• Cancer chemotherapy.

• Short-term cardiac rehabilitation provided on an outpatient basis following angioplasty, cardiovascular
surgery, congestive heart failure or myocardial infarction.

• Short-term pulmonary rehabilitation provided on an outpatient basis for the treatment of reversible
pulmonary disease.

• Hearing Aids - Coverage will be provided for medically necessary expenses incurred in the purchase of
a hearing aid for Covered Persons. Hearing aid replacement when it is medically necessary and
prescribed by a licensed physician or audiologist. Coverage is limited to $500 per covered person per
plan year. Replacement once every twenty four months.

2.1.3 Home or office visit. Each home or office visit, including charges for injections, inclusive of materials.

2.1.4 Hospital or Skilled Nursing Facility visit. Visit to a Covered Person who is a Registered Bed Patient at a
Hospital or Skilled Nursing Facility.

2.1.5 Intensive Care Unit visit. A visit for a critical Injury or Illness provided that the Covered Person is a
Registered Bed Patient.

§2.2 Preventive Physical Exam. A routine preventive physical examination (including limited hearing testing and
mammograms in accordance with the U.S. Preventive Services Task Force Recommendations with a Grade A or B only). Physical
examinations required for obtaining or continuing any employment, insurance, schooling or licensing are excluded from this benefit.
Coverage for routine preventive physical exam is limited to one exam per plan year

2.2.1 PPACA Preventive Care Services (with no Deductibles, Co-Payments or Co-Insurance) when provided by
Participating Providers.

2.2.2 Routine preventive physical examination coverage at a Participating Provider in the Philippines with no
maximum.

§2.3 Preventive Lab Services. Preventive Lab Services is covered at One Hundred percent (100%) with no co
payments, co-insurance, or deductibles in accordance with PPACA.

§2.4 Immunizations. Charges incurred in connection with immunizations in accordance with the guidelines provided by
the United States Preventive Services Task Force. See Exhibit D, ‘Schedule of Covered Immunizations.’
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§2.5 Injections. Other than immunizations, an infusion method of putting fluid into the body, usually with a hollow needle
and a syringe which is pierced through the skin to a sufficient depth for the matehal to be forced into the body. There are several
methods of injection or infusion, including intradermal, subcutaneous, intramuscular, intravenous, intraosseous, and intraperiotoneal.

§2.6 Allergy testing A maximum benefit of One Thousand Dollars (1000) per Plan Year per Covered Person for charges
for allergy testing.

§2.7 Basic Hospital benefits. The Hospital benefits to which a Covered Person is entitled while medically necessary and
reasonably confined as a Registered Bed Patient are limited to a maximum of three hundred and sixty-five (365) days of confinement
during a Plan Year, in accordance with evidence based medical guidelines. If necessarily incurred during said period, the following
Services shall be Covered Services:

2.7.1 Hospital Room and Board. Coverage is provided at the Hospital’s most common Semi-Private room rate, or
at the Hospital’s daily average private or single room rate if there are no Semi-Private accommodations or if a private room is Medically
Necessary.

2.7.2 Intensive Care Unit. Room and Board charges for a stay in an intensive care unit which is equipped and
operated according to generally recognized Hospital standards.

2.7.3 Cardiac room. Charges for a stay in a cardiac room which is equipped and operated according to generally
recognized Hospital standards.

2.7.4 Surgery. Charges for the operating room, surgical supplies, Hospital Anesthesia Services, drugs, dressings,
oxygen and antibiotics.

2.7.5 Diagnostics. Charges for diagnostics to the extent the same are not provided under Article 2.9.

2.7.6 Outpatient Hospital benefits. Hospital charges incurred by a Covered Person for use of a Hospital’s
outpatient facilities in connection with an Injury or Illness as follows:

2.7.6.1 Emergency medical Services within twenty-four (24) hours of a serious Injury or the sudden
onset of an acute Illness, or such longer time as may be necessary to stabilize a covered individual
in accordance with the emergency definitions and requirements of PPACA in the case of PPACA
Emergencies.

2.7.6.2 Medical Services received on the day of and in connection with Surgery.

2.7.6.3 Pre-admission tests and/or examinations.

2.7.6.4 Medical Services which cannot be rendered in a Physician’s office.

2.7.6.5 Non-Emergency. Company shall not pay for charges incurred for use of a Hospital’s outpatient
facilities, supplies and equipment in connection with elective minor Surgical Services, non-
Emergency Services or health Services that could be received in a Physician’s office. Services in
the emergency setting must meet the definitiDn of Emergency. The Company reserves the right to
audit and review the claim retrospectively to validate the nature of the condition for which services
were provided. The Company shall not pay for non-Emergency use of the Hospital’s emergency
facilities, unless the condition is urgent and treatment is unavailable elsewhere at the time.

2.7.7 Ambulatory Surgical Center benefits. Charges for Outpatient Surgery.

§2.8 Basic Surgical benefits. The Surgical benefits to which a Covered Person is entitled are as follows:

2.8.1 Surgical Services. Charges for Surgical Services the Covered Person may require in the treatment of an
Injury or Illness, including charges for such Medically Necessary after visits in connection with the particular Surgical Services
performed. Any charges for non-Medically Necessary after Service visits shall not be paid.
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2.8.2 Anesthesiology. Charges of a private anesthesiologist or Hospital anesthesiologist when the Services of an
anesthesiologist are Medically Necessary.

2.8.3 Gastric Banding and Bariatric Surgery. Gastric banding and bariatric surgery will only be covered if such
treatment is in accordance with the following:

Company covers bariatric surgery using a covered procedure outlined below as medically necessary when ALL of the
following criteria are met:

o The individual has reached full expected skeletal growth AND has evidence of EITHER of the following:

r a SMI (Body Mass Index) 40
r a BMI (Body Mass Index) 35-39.9 with at least one clinically significant comorbidity, including but not

limited to, cardiovascular disease, Type 2 diabetes, hypertension, coronary artery disease, or
pulmonary hypertension

o Failure of medical management including evidence of active participation within the last two years in a weight-
management program that is supervised either by a physician or a registered dietician for a minimum of six
months without significant gaps. The weight-management program must include monthly documentation of ALL
of the following components:

r weight
— current dietary program
- physical activity (e.g., exercise program)

Programs such as Weight Watchers!, Jenny Craig3 and Optifast! are acceptable alternatives if done in conjunction with the
supervision of a physician or registered dietician and detailed documentation of participation is available for review. For
individuals with long-standing, morbid obesity, participation in a program within the last five years is sufficient if reasonable
attendance in the weight-management program over an extended period of time of at least six months can be demonstrated.
However, physician-supervised programs consisting exclusively of pharmacological management are not sufficient to meet
this requirement.

o A thorough multidisciplinary evaluation within the previous 12 months which includes the following:

r an evaluation by a bariatric surgeon recommending surgical treatment, including a description of the
proposed procedure(s) and all of the associated current CPT codes

.- a separate medical evaluation from a physician other than the surgeon recommending surgery, that
includes a medical clearance for bariatric surgery

r unequivocal clearance for bariatric surgery by a mental health provider
.- a nutritional evaluation by a physician or registered dietician

2.8.4 Elective Surgery. Covered by plan in accordance with the Schedule of Benefits and must be pre-certified
and approved by plan.

2.8.5 Robotic Surgery/Robotics Suite. Covered in accordance with basic surgical procedure benefits as indicated
on the Schedule of Benefits. Robotic surgery/Robotics Suite must be pre-cedified and approved by the plan.

2.8.6 Organ Transplant. Covered in accordance with basic surgical procedure benefits as indicated on the
Schedule of Benefits. Transplant must be pre-certified and approved by the plan. Only the services, care and treatment
received for, or in connection with, the pre-approved transplant of organs, which are determined by the Plan to be medically
necessary services and which are not experimental, investigational or for research purposes except as permitted through
approved clinical trials will be covered by this Plan. Coverage for the organ donor is included.

§2.9 Basic diagnostic and therapy benefits.

2.9.1 Provider Services. Charges for the following Services when ordered by a Physician for the treatment of an
Injury or Illness.

TakeCare RSP Certificate Page 4



2.9.1.1 Laboratory Services. Charges for laboratory Services.

2.9.1.2 X-ray Services. Charges for diagnostic X-ray procedures.

2.9.1.3 Electrocardiograms. Charges for EKG procedures.

2.9.1.4 Radiotherapy. Charges for radiotherapy.

2.9.1.5 Inhalation Therapy. Charges for Inhalation Therapy provided as an Outpatient Service.

2.9.1.6 Sleep Apnea Studies/Polysomnograph. Charges for sleep apnea studies/polysomnograph -

diagnostic and therapeutic procedures.

§2.10 Medical-related Dental Benefits. The following dental benefits are Covered Services:

2.10.1 Services rendered by a Dentist or Physician, and Hospital or Ambulatory surgi-center services related
thereto, when required to treat traumatic injury to sound, natural teeth or jaw. Coverage is limited to palliative care to alleviate pain and
other acute symptoms resulting from the Injury. Such may include debridement of wounds, suturing, extraction of broken teeth, splinting
of loose teeth, wiring of jaws, smoothing jagged edges of broken teeth. Services must be completed within 12 months following the
injury. Fillings, crowns, bridges, dentures, bonding and similar permanent restorations are excluded.

2.10.2 If a Participating Physician certifies, in advance, that a non-dental, medical condition makes admission
necessary to safeguard the Covered Person in connection with Dental Services rendered by a Dentist, Hospital and Ambulatory Surgi
center Services rendered in connection therewith are covered.

§2.11 Home Health Care. Home Health Care, provided by allied health care professionals, is covered according to the
schedule of benefits.

§212 Basic Skilled Nursing Facility benefits. The following Skilled Nursing Facility benefits are provided:

2.12.1 Skilled Nursing Facility benefits. If a Covered Person is confined as a Registered Bed Patient in a Skilled
Nursing Facility, the Covered Person shall be eligible for benefits as if confined in a Hospital, except that the eligible period of
confinement shall be limited to a maximum of sixty (60) days per Plan Year and payment for such benefits shall be the rates applicable
for such Skilled Nursing Facility. To be eligible for these benefits, each of the following requirements must be met:

2.12.2 The admission to the Skilled Nursing Facility must be approved in advance by Company.

2.12.3 The Covered Person must be admitted on the authorization of a Physician and must continue to be attended
by a Physician while confined.

2.12.4 Confinement in the Skilled Nursing Facility must not be primarily for comfort, convenience, rest cure or
domiciliary care.

2.12.5 If a Covered Person remains in a Skilled Nursing Facility more than thirty (30) days, the attending Physician
must submit to Company an evaluation report reviewing the thirty (30) day period of confinement and addressing the specific need for
continued confinement.

§2.13 Hospice Care. Charges for a maximum of one hundred eighty (180) days per lifetime. The aftending Physician must
determine limited life expectancy of six (6) months or less. The Covered Person shall not be entitled to benefits for any Services for the
Terminal Illness except for palliative care. Services must be provided through a bona fide Hospice. Coverage for Hospice Services shall
be limited to One Hundred Fifty Dollars ($150) per day.

2.13.1 Palliation Therapy is covered under the Hospice Care Benefit.

2.14.1A Palliation Therapy: Shall be defined as patient and family centered care that optimizes the quality
of life by anticipating, preventing, and treating suffering. Palliative care throughout the continuum of illness involves
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addressing physical, intellectual, emotional, social and spiritual needs and facilitating patient autonomy, access to
information and choice. Palliative care should be covered on an outpatient basis only.

2.13.2 At least one of the treating Physicians must determine limited life expectancy of six months or less and
certifies terminal illness of a Covered Person.

2.13.3 There must have been agreement by the Covered Person or the Covered Person’s authorized
representative to begin Hospice care as palliative and/or support only; and

The Hospice level of benefits begins on the date the above conditions are met. The Covered Person shall not be
entitled to any care for the terminal illness except for palliative care. Medically necessary care for unrelated
conditions shall continue as covered benefits, subject to plan benefits, deductibles, exclusions and limitations,
medically necessity determinations and eligibility. Benefits for conditions normally covered, and not directly or
indirectly related to the terminal condition are covered for inpatient, outpatient and emergency care in accordance
with the schedule of benefits.

§2.14 Prescription Drugs

2.14.1 Charges for Prescription Drugs, including insulin and syringes, when prescribed by a Physician. Charges for
Medically Necessary prescription drugs not contained on the Company’s Preferred Drug Formulary shall be covered provided the
Physician certifies to the Company that the non-formulary drug is Medically Necessary for the Covered Person, and that no formulary
drug was appropriate.

2.14.2 Prescription Drugs shall be limited to a thirty (30) day supply except for birth control pills and mail order
Prescription Drugs which may be issued in a ninety (90) day prescription.

2.14.3 Prescriptions may be refilled for a period up to six (6) months from the oñginal date of prescription, if so
specified by a Physician in writing on the prescription.

2.14.4 Prescription Unit represents the maximum amount of outpatient prescription medication that can be obtained
at one time for a single co-payment. For most oral medications, a prescription unit is up to a 30-day supply of medication.

2.14,5 For other medications, a Unit represents a single container, inhaler unit, package or course of therapy. For
habit-forming medication, a unit may be set at a smaller quantity for the covered person’s protection and safety.

2.14.6 Participating Mail Order Pharmacy. A pharmacy which has contracted with Company’s Pharmacy Benefits
Manager to provide covered outpatient prescription drugs or medicines and insulin to Members by mail or other carrier.

2.14.7 Participating Retail Pharmacy. A community pharmacy which has contracted with Company’s Pharmacy
Benefits Manager to provide covered outpatient prescription drugs to Members.

2.14.8 Benefits for outpatient prescription Drug Products dispensed by a mail service Network Pharmacy. The
following supply limits apply:

As written by the provider, up to a consecutive 90-day supply of a Prescription Drug Product, unless
adjusted based on the drug manufacturer’s packaging size, or based on supply limits.

2.14.9 Prescribed drugs in countries outside of the United States (U.S.) may differ from those that require a
prescription in the U.S. Drugs purchased outside the U.S. must be an equivalent product of one approved by U.S. federal law or there
must be clinical evidence that prescribing the drug is consistent with the standard of medical practice in the Country where the
prescription is issued.

§2.15 Specialty Drugs: Charges for medications used to treat certain complex and rare medical conditions. Specialty
drugs are often self-injected or self-administered. Many grow out of biotech research and may require refrigeration or special handling.

§2.16 Health education. Charges for health education classes and materials in accordance with Exhibit C herein provided.
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§2,17 Durable Medical Equipment The rental cost of: standard hospital bed, cane single tip, cane quad tip, crutches
(forearm, aluminum OR forearm, wood), walker (folding, adjustable with wheels OR folding, adjustable without wheels), oxygen refill,
oxygen concentrator, oxygen portable with regulalor, suction pump with supplies, suction tubing (replaceable every 3 months),
yankauer oral suction catheter, tracheostomy care kits (for new and established tracheostomies), continuous positive airway pressure
(CPAP) machine, and standard wheelchairs (to include extra-wide sizes), when prescribed by a Physician and then only at the
prescribed level. If the total rental cost exceeds the purchase price, Company may, at its discretion, either rent or purchase the item for
the Covered Person. This benefit is limited to one rental or purchase every three (3) years and is limited to standard equipment only,
unless subject to a treatment plan.

§2.14 Mental health benefits. The charges for the diagnosis and treatment of mental Illness, as that term is defined in
Title 22, Guam Code Annotated, Section 28103, subject to the same conditions and restrictions applicable to physical Illness.

§2.15 Ambulance Services. If a Covered Person is transported to a Hospital by ground ambulance from the place where
an Injury occurred, or when prescribed by a Physician, eighty percent (80%) of the charges for such ground ambulance Services are
payable if: (i) the Services are provided by a licensed ambulance service; and (ii) the transportation is to a Hospital capable of treating
the Covered Person and which Hospital is nearest to the place of Injury or place of entering the ambulance.

§2.16 Tubal ligation. The charges for tubal ligations.

§2.17 Vasectomy. The charges for vasectomies on an outpatient basis only.

§2.18 Breast reconstruction. Reconstruction of the breast on which a mastectomy was performed, surgery and
reconstruction of the other breast to produce a symmetrical appearance, and prostheses and physical complications of all states of
mastectomy, including lymphedemas, are covered. Such re-constructive procedures are not limited to re-constructive procedures
necessitated by mastectomies performed while covered under this Plan.

§2.19 Blood products. Charges for blood and blood products and their administration.

§2.20 Preventive Care. To the extent required by PPACA, preventive care (with no cost-sharing) when preventive care is
provided by Participating Providers.

§2.21 Preferred Provider(s) The following sections refer to charges incurred by a Covered Person for Covered Services
provided by Preferred Providers:

2.21.1 The Covered Person has obtained written Prior Authorization from Company or Company’s agent to receive
Services from a Preferred Provider and has agreed to receive Services from such Preferred Provider chosen by
Company or Company’s agent. No Prior Authorization shall be required for Emergency or PPACA Emergency cases
and the Covered Person may select the Preferred Provider where Emergency or PPACA Emergency Services shalt
be rendered,

2.21.2 Company is the primary payor based on the coordination of benefits provisions of this Certificate, unless the
primary payor is Medicare for those Centers of Excellence located in the United States; provided, however, the
Company shall be the primary payor for Preferred Providers outside of the United States and located in the
Philippines, Korea, Japan, or other Pacific-Asian locations.

2.21 .3 For Inpatient Services which are unavailable in Guam and rendered by the Preferred Providers.

2.21 .3.1 Company shall pay 100% of these services.

2.21 .3.2 Company shall waive any co-insurance for such Services.

2.21 .3.3 Company shall only provide airfare for the Covered Person for the most direct route to and
from the location of the Covered Person and the Preferred Providers as determined by
Company.
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Regardless of the location of the Covered Person, or if it is Medically Necessary to provide for
a break in the trip, Company shall provide the lesser of the lowest applicable economy airfare
or the lowest economy, round-trip airfare on a commercial direct flight between Guam and the
Preferred Providers. In no event shall Company provide an air ambulance.

2.21 .3.4 If the Service is one of the following specific procedures or conditions: open heart surgery,
oncology surgery to include but not limited to the following cancers brain, lung, liver, kidney,
adrenal, nasopharyngeal, tongue, prostate, colon, genito-urinaiy, breast and gynecological
oncology, aneurysmectomy, pneumonectomy, intra cranial surgery, acute leukemia, gamma
knife or if the level of care required is NICU Level Ill, or if the expected cost to the Company for
off-island Covered Services exceeds $25,000.00, Company shall pay the air fare of one
companion of the Covered Person 10 the Center of Excellence [Preferred Providers] under the
terms set forth in §2.21 .3.3.

2.21.3.5 If it is Medically Necessary that a licensed medical attendant be with the Covered Person,
Company shall provide for one airline seat for such attendant under the same terms set forth
in §2.21.3.3.

2.21 .3.6 If the Covered Person is unable to self-care, Company shall provide for one airline seat for a
qualified assistant under the same terms as §2.21 .3.3

2.21 .3.7 Company may, at its option, make the travel arrangements for the Covered Person and his or
her companion, attendant or assistant (if any) and purchase the airline tickets.

2.21.3.8 Company shall facilitate the Hospital/Physician arrangements for the Covered Person.

2.21 .3.9 For Company to be liable to pay any airfare, the proposed Service to be performed at the
Preferred Provider must be a specific procedure and not merely a diagnostic work-up or to
confirm or rule out the diagnosis of another Physician. In the event the covered
person/attendant purchases the seat(s), the Company will reimburse for actual expenses
incurred in purchasing Medically Necessary seat(s), but not more than the Company would
have paid had it purchased the seat(s) for the companion in advance. In no event will
company reimburse for any seat(s) purchased with frequent flyer miles.

2.21.4 For Ambulatory Surgical Center Services which are unavailable in Guam and rendered by Preferred
Providers:

2.21.4.1 Company shall waive the twenty percent (20%) Co-Insurance.

2.21.4.2 Company shall facilitate the Surgicenter/Physician arrangements for the Covered Person.

2.21.5 Inpatient and Ambulatory Surgical Center Services which are unavailable in Guam and rendered by
Preferred Providers:

2.21.5.1 Company shall waive the twenty percent (20%) Co-Insurance.

2.21.5.2 Company shall facilitate the Surgicenter/Physician arrangements for the Covered Person.

2.21.6 Only those facilities identified as Preferred Providers in the Company’s most recently updated Provider
Directory will qualify for the airfare benefit.

§2.22 If no Participating Provider available. If there is no Participating Provider available, within the United States, to
provide necessary Covered Services to a Covered Person, Company will cover those services at a Non-Participating Provider, within
the United States, unless otherwise agreed by the Covered Person, such that the Covered Person will have no greater out-of-pocket
cost than he or she would have had had the Services been rendered by a Participating Provider.
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§2.23 If not able to travel. In case Emergency medical care is needed off-island, and it is medically imprudent for the
Covered Person to be transported to a Participating Provider, Company will cover Services rendered to the Covered Person at a Non
Participating Provider such that the Covered Person will have no greater out-of-pocket cost than he or she would have had had the
Services been rendered by a Participating Provider.

ARTICLE 3

Specific Limitations on Benefits

§3.1 Dollar limitations. The medical benefits available under this Agreement are subject to the following specific dollar
limitations per Covered Person, in addition to all other exclusions and limitations set forth in the Agreement and this Certificate:

3.1.1 Maximum Annual Benefit. The total benefits payable to or on behalf of a Covered Person shall be
unlimited per Plan Year.

3.1.2 Cardiac surgery. Benefits for cardiac surgery, including, but not limited to catheterization, angioplasty,
valve replacemenVrepair, bypass and pacemaker are included.

3.1.3 Nuclear medicine. Coverage for nuclear medicine and all Covered Services related Thereto are included.

3.1.4 Orthopedic conditions. Coverage for orthopedic conditions and related internal and external prosthehc
devices, are included.

3.1.4.1 Except as specifically limited under this Agreement, Services, supplies and devices related to the
treatment of chronic or acute orthopedic condihons are covered. This includes, but is not limited to:

3.1.4.1.1 Prosthetic devices. Devices, including artificial joints, limbs and spinal segments.

3.1 .4.1 .2Orthotic devices. Orthotic devices, which are defined as appliances or apparatus that
support or align movable parts of the body, correct deformities or improve the functioning of movable parts of the body.

3.1.5 Radiation therapy. Coverage for radiation therapy and all Services related thereto shall be included.

3.1.6 Allergy testing. A maximum benefit of One Thousand Dollars (1000) per Plan Year for charges for allergy
testing that are not considered essential benefits under PPACA. Benefits for Allergy testing and treatment that constitute essential
benefits under PPACA are subject only to the PPACA Annual Limit.

3.1.7 Annual refraction eye examination. Coverage for annual eye examination is once per member per Plan
Year and up to Si 50 per member per Plan Year for ‘hardware (frames, lenses, contacts, etc.).

3.1.8 Blood and blood products and derivatives. Coverage for blood and blood products/derivatives and
services related thereto shall be included.

3.1.9 Hearing aids. Coverage for hearing aids is limited to Five Hundred Dollars ($500) per Plan Year.
Replacements for hearing aids are allowed once every two years.

3.1.10 Acupuncture. Coverage for Acupuncture Services is up to a maximum of thirty (30) visits per Plan Year as
stated in Exhibit A.

3.1 .11 Chemical dependency treatment. Coverage for the diagnosis and necessary treatment of chemical
dependency shall not be subject to a dollar limit other than being included under the PPACA Annual Limit.

3.1.12 Chiropractic. Coverage for Chiropractic Services is up to a maximum of thirty (30) visits per Plan Year as
stated in Exhibit A.
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3.1 .13 Occupational Therapy. Coverage for Occupational therapy is up to a maximum of twenty (20) visits per
Plan Year as stated in Exhibit A.

3.1.14 Respiratory Assist Devices. Coverage for Respiratory Assist Devices (RAD) is based upon medical
necessity and will be in accordance with published Medicare Guidelines of coverage at the time of service.

§3.2 Other benefit limitations. The medical benefits available under this Agreement are subject to the following other
benefit limitations, in addition to all other exclusions and limitations set forth in the Agreement and this Certificate, Per Covered Person:

3.2.1 Emergency Services. Coverage for Emergency Services is generally limited to those Services required for
diagnosis and treatment of an Emergency immediately after onset, no later than twenty-four (24) hours. PPACA Emergency Services
shall be provided as necessary to stabilize the Covered Person, without regard to such time limit.

3.2.2 Hospital and Surgical authorization. Prior Authorization must be obtained from the Company before a
Covered Person is admitted to a Hospital or has one of the Surgeries or Medical Procedures listed in §3.2.2.2. Prior Authorization will
be handled in accordance to the Milliman Healthcare Guidelines.

3.2.2.1 Responsibility for Prior Authorization. The Participating Provider ordering the hospitalization
or Surgery for a Covered Person shall obtain Prior Authorization. The Covered Person shall not
be responsible for obtaining Prior Authorization and shall not be liable for any penalty.

The Non-Participating Provider or the Covered Person shall be responsible for obtaining Prior
Authorization required by the Company prior to the hospitalization or Surgery. In the event a
Covered Person is admitted to a Hospital for an Emergency, required authorization consists of
notifying Company (i) within forty eight (48) hours of the admission if it occurs on a day other
than a Saturday, Sunday or holiday; or (U) within seventy-two (72) hours if it occurs on a
Saturday, Sunday or holiday, and, in either case, receiving Company’s authorization for the
admission. PPACA Emergency Services shall not require Prior Authorization, and such services
provided by Non-Participating Providers shall not require any notification or other administrative
requirement other than what is required when provided by Participating Providers.

Prior Authorization denials shall be handled pursuant to the PPACA Claims Procedure
Requirements provided in §5.19, to the extent required by PPACA.

3.2.2.2 Reduced benefit without Prior Authorization. If a required Prior Authorization is not obtained in
accordance with this §3.2.2, Company shall pay fifty percent (50%) of the Eligible Charges
incurred in connection with the confinement or Surgery. If the Participating Provider is the person
required to obtain the Prior Authorization, the reduction in benefits shall not be charged to the
Covered Person. No penalty for failure to obtain Prior Authorization shall be imposed for a
PPACA Emergency, whether Participating or Non-Participating Providers are utilized.

List of outpatient and inpatient procedures requiring authorization (unless a PPACA Emergency). If the following procedures are not
pre-certified by plan, payment may be denied.
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• AIDS treatment
• All elective outpatient surgical

procedures requidng use of
surgical facilities

• All out of service area services
and procedures

• Any and all diagnostics in
excess of S300.OO including
specialty laboratory

• Any back or disc surgery
• Any knee surgery
• Any procedure requiring

implants
• Any procedure requiring

orthopedic devices and/or
prosthetics

• Any varicose veins surgery
• Breast reconstruction surgery
• Carpal Tunnel Release
• Durable Medical Equipment:

Standard hospital bed,
wheelchairs, walkers, crutches,
oxygen, suction machine, CPAP
machine

• EMG/NCT (upper extremities)
• End Stage Renal Disease

treatment /Hemodialysis
• Gall Bladder Surgery
• Heart By-Pass Surgery
• Cardiac surgery
• Chemotherapy

• Heart catheterization
• Hernia surgery
• Hysterectomy
• Mastectomy
• MIBI Scan, Thallium Stress Test,

Exercise Stress Test
MRI (All)
Non-Routine Endoscopies and
Colonoscopies

• Pain Management Studies
• Physical Therapy requiring more

than five (5) out-patient visits
• Prostatetectomy
• Radiological and nuclear diagnostic

procedures performed or ordered by
the same provider on any one
patient two or more time

• Ultrasounds (All with the exception
of the first 03 ultrasound & first
FNST)

• Upper GI Endoscopy
• Robotic Suite and Robotic Surgery
• Clinical trials
• Congenital treatment
• Hyperbaric Oxygen treatment

•
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3.2.3 Excess Non-Participating Provider charges. The Covered Person shall be responsible for
charges by a Non-Participating Provider in excess of Eligible Charges, except (a) Out-Of-Service Area emergency, or (b)
when the Non-Participating Provider is a Sole Source Provider as defined in §7.9 of the Agreement. A Covered Person using
a Non-Participating Provider for a PPACA Emergency shall not be liable for Co-Payments or Co-Insurance in excess of Co
Payments and Co-Insurance that would have been charged if Participating Providers had been used. The Company shall pay
an amount for PPACA Emergency Services computed as provided in this Agreement.

3.2.4 Excessive Participating Provider charges. The Covered Person shall not be liable for charges
by a Participating Provider in excess of the Eligible Charges.

3.2.5 Physical therapy. Charges for the first twenty (20) visits to a licensed physical therapist for
physical therapy, including neuromuscular rehabilitation. After twenty (20) visits in a Plan Year, Company shall pay fifty
percent (50%) of Eligible Charges.

3.2.6 Skilled Nursing Facility care. Coverage for Skilled Nursing Facility Services is limited to sixty
(60) days maximum per Plan Year

3.2.7 Case Management. Company may, in its discretion, assign Nurses or other qualified health
professionals for the purpose of Case Management. Payment for alternative Services in one instance does not obligate the
Company to provide the same or similar benefits for the same or any other Covered Person in any other instance. Payment of
these alternative benefits is made as an exception and in no way changes or voids the benefits, terms or conditions of this
Agreement.

ARTICLE 4

Specific Exclusions from Benefits

§4.1 No benefits will be paid for Injury or Illness, (a) when the Covered Person is entitled to receive disability
benefits or compensation (or forfeits his or her right thereto) under Worker’s Compensation or Employer’s Liability Law for
such Injury or Illness or (b) when Services for an Injury or Illness are rendered to the Covered Person by any federal, state,
territorial, municipal or other governmental instrumentality or agency without charge, or (c) when such Services would have
been rendered without charge but for the fact that the person is a Covered Person under the Plan.

§4.2 No benefits will be paid if any material statement made in an application for coverage, enrollment of any
Dependent or in any claim for benefits is false. Upon identifying any such false statement, Company shall give the Covered
Person at least 30 days notice that his or her benefits have been suspended and that his or her coverage is to be terminated.
If the false statement is fraudulent or is an intentional misrepresentation of a material fact, such termination shall be retroactive
to the date coverage was provided or continued based on such fraudulent statement or intentional misrepresentation of
material fact. If the false statement was not a fraudulent statement or intentional misrepresentation of material fact, termination
of coverage shall be effective no earlier than the date of the suspension. The Covered Person may dispute any termination of
coverage by tiling a claim under the PPACA Claims Procedure for internal or external appeals, set out in §6.7 of this
Certificate. If an appeal under §6.7 is filed, the resolution of the matter shall be in accordance with the outcome of the appeal
proceedings. If no appeal is filed for any retroactive termination and the Company paid benefits prior to learning of any such
false statement, the Subscriber must reimburse the Company for such payment. Terminations of coverage shall be handled in
accordance with the applicable claims procedure requirements of Section 2719 of the PHSA, as added by PPACA.
Retroactive terminations of coverage shall not violate the applicable prohibitions on rescissions of Section 2712 of the PHSA,
as added by PPACA, and rescissions shall be handled in compliance with PPACA’s applicable claim denial requirements.
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§4.3 No benefits will be paid for confinement in a Hospital or in a Skilled Nursing Facility if such confinement is
primañly for custodial or domiciliary care. (Custodial or domiciliary care includes that care which consists of training in
personal hygiene, routine nursing services and other forms of self care. Custodial or domiciliary care also includes supervisory
services by a Physician or Nurse for a person who is not under specific medical or surgical treatment to reduce his or her
disability and to enable that person to live outside an institution providing such care.) Company and not Covered Person shall
be liable if the Company approves the confinement, regardless of who orders the service.

§4.4 No benefits will be paid for nursing and home health aide services provided outside of the home (such as in
conjunction with school, vacation, work or recreational activities)

§4.5 No benefits will be paid for private Duty Nursing. This provision does not apply to Home Health Care.

§4.6 No benefits will be paid for special medical reports, including those not directly related to treatment of the
Member. (e.g., Employment or insurance physicals, and reports prepared in connection with litigation.)

§4.7 No benefits will be paid for services required by third parties, including but not limited to, physical
examinations! diagnostic services and immunizations in connection with obtaining or continuing employment, obtaining or
maintaining any license issued by a municipality, state, or federal govemment, securing insurance coverage, travel, school
admissions or attendance, including examinations required to participate in athletics, except when such examinations are
considered to be part of an appropriate schedule of wellness services.

§4.8 No benefits will be paid for court ordered services, or those required by court order as a condition of parole
or probation.

§4.9 No benefits will be paid for Services and supplies provided to a Covered Person for an Injury or Illness
resulting from an attempted suicide by that Covered Person unless resulting from a medical condition (including physical or
mental health conditions) or from domestic violence.

§4.10 No benefits will be paid for Services and supplies provided in connection with intentionally self-induced or
intentionally self-inflicted injuries or illnesses unless resulting from a medical condition (including physical or mental
conditions) or from domestic violence.

§4.11 No benefits will be paid for Services and supplies provided to a Covered Person for lnjuñes incurred while
the person was committing a criminal act.

§4.12 Unless otherwise specifically provided in the Agreement, no benefit will be paid for, or in connection with,
airfare and the Company will not pay for the transportation from Guam to any off-island facility, nor for any other non-medical
expenses such as taxes, taxis, hotel rooms, etc. In no event will the Company pay for air ambulance or for the transportation
of the remains of any deceased person.

§4.13 No benefits will be paid for living expenses for Covered Persons who require, or who of their own accord
seek, treatment in locations removed from their home.

§4.14 No benefits will be paid for Services and supplies provided to a dependent of a non-Spouse Dependent.
Dependents of non-Spouse Dependents are not eligible for coverage. For example, when a Dependent, other than a Spouse
of the Subscriber, has a child, that child is a dependent of a non-Spouse Dependent and is not eligible to become covered
under the Plan, unless such child otherwise becomes eligible for enrollment.

§4.15 No benefits will be paid for home uterine activity monitoring.
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§4.16 No benefits will be paid for services performed by an immediate family member for which, in the absence of
any health benefits coverage, no charge would be made. Immediate family member is defined as parents, spouses, siblings,
or children of the insured member.

§4.17 No benefits will be paid for treatment of occupational injuries and occupational diseases, including those
injuries that arise out of (or in the course of) any work for pay or profit, or in any way results from a disease or injury which
does. If a Member is covered under a Workers’ Compensation law or similar law, and submits proof that the Member is not
covered for a particular disease or injury under such law, that disease or injury will be considered ‘non-occupational
regardless of cause. The Covered Benefits under the Group Health Insurance Certificate for Members eligible for Workers’
Compensation are not designed to dupilcate any benefit to which they are entitled under Workers’ Compensation Law. All
sums payable for Workers’ Compensation services provided under the Group Health Insurance Certificate shall be payable to,
and retained by Company. Each Member shall complete and submit to Company such consents, releases, assignments and
other documents reasonably requested by Company in order to obtain or assure reimbursement under the Workers
Compensation Law

§4.18 No benefits will be paid for:

4.18.1 Drugs or substances not approved by the Food and Drug Administration (FDA), or

4.18.2 Drugs or substances not approved by the FDA for treatment of the illness or injury being treated
unless empirical clinical studies have proven the benefits of such drug or substance in treating the
illness or injury, or

4.18.3 Drugs or substances labeled “Caution: limited by federal law to investigational use. or

4.18.4 Any drug or substance which does not, by federal or state law, require a prescription order (i.e., an
over-the-counter (OTC) drug).

§4.19 No benefits will be paid for experimental or Investigational Procedures, or ineffective surgical, medical,
psychiatric, or dental treatments or procedures, research studies, or other experimental or investigational health care
procedures or pharmacological regimes, unless deemed medically necessary by the patient’s physician, are associated with a
qualifying clinical trial per PPACA regulations, and pre-authorized by the Company.

Per PHSA sec. 2709(a)(2), added by PPACA sec 101 03(c), the plan must pay for items and services
furnished in connection with approved clinical trials, and cannot exclude such items and services based on an exclusion for
experimental or investigahonal treatments. The requirement mandates coverage of all medically necessary charges
associated with the clinical ffial, such as physician charges, labs, X-rays, professional fees and other routine medical costs.

An approved clinical trial is defined as:

• Phase I, Phase II, Phase Ill, or Phase IV clinical trial,
• Being conducted in relation to the prevention, detection or treatment for Cancer or other life threatening disease or
condition, and
• Is one of the following:

1. A federally funded or approved trial.
2. A clinical thaI conducted under an FDA investigational new drug application.
3. A drug trial that is exempt from the requirement of an FDA investigational new drug application.

§4.20 No benefits will be paid for services or supplies related to Genetic Testing.
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§421 No benefits will be paid for any item or substance that is available without a Physician’s preschption even if
prescribed by a Physician, except as otherwise provided herein and except for medicines and supplies Medically Necessary
for inpatient care.

§4.22 No benefits will be paid for Services and supplies provided to perform transsexual surgery or to evaluate the
need for such surgery. Evaluations and subsequent medications and Services necessary to maintain transsexual status are
also excluded from coverage, as are complications or medical sequela of such surgery or treatment.

§4.23 No benefits witl be paid for iniuries incurred by the operator of a motorized vehicle while such operator is
under the influence of intoxicating alcoholic beverage, controlled drugs, or substances. If a blood alcohol level or the
DRAEGER ALCO TEST is available and shows levels that are equal to or exceed 0.08 grams percent (gms%) or that exceed
the amount allowed by law as constituting legal intoxicahon, no benefits will be paid.

§424 No benefits will be paid for any medical Service or supply which is available to the Covered Person on
Guam and which is paid by or reimbursable through a governmental agency or institution. However, notwithstanding the
aforesaid, in no event will the Company consider the availability of benefits under Medicaid or Medically Indigent Program
when paying benefits under this Agreement.

§4.25 No benefits will be paid for dental services including but not limited to, services related to the care, filling,
removal or replacement of teeth and treatment of injuries to or diseases of the teeth, dental services related to the gums,
apicoectomy (denial root resection), orthodontics, dental splint and other dental appliances, root canal treatment, soft tissue
impactions, alveolectomy, augmentation, and vestibuloplasty, treatment of pehodontal disease, false teeth, prosthetic
restoration of dental implants, maxillary and mandible implants (Osseo integration) and all related services, removal of
impacted teeth, bite plates, orthognathic surgery to correct a bit defect. This exclusion does not apply to:

4.25.1 Removal of bony impacted teeth, bone fractures, removal of tumors, and biopsy or excision of oral
cysts.

4.25.2 Emergency Services to stabilize an acute injury to sound natural teeth, the jawbone or surrounding
structures, if provided within 48 hours of the injury or as required by PPACA to stabilize and treat a
PPACA Emergency.

4.25.3 Surgical treatment of TMJ as described in the Covered Benefits Section “Temporomandibular Joint
Syndrome (TMJ) Services”.

4.25.4 Dental anesthesia when provided according to the conditions deschbed in the Covered Benefits
Section, Limited General Anesthesia for Dental Procedures”.

4.25.5 Procedures deemed medically necessary by patient’s physician and pre-authorized by Company.

§4.26 No benefits will be paid in connection with elective abortions unless Medically Necessary.

§4.27 No benefits will be paid for vision care services, including orthoptics (a technique of eye exercises designed
to correct the visual axes of eyes not properly coordinated for binocutar vision), lasik, keratoplasty, and radial keratotomy,
including related procedures designed to surgically correct refractive errors except as provided in the Covered Benefits
section of the Group Health Insurance Certificate.

§4.28 No benefits will be paid for Services in connection with surgery for the purpose of diagnosing or correcting
errors in refraction
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§4.29 No benefits will be paid in connection with any injuries sustained while the Covered Person is operating any
wheeled vehicle during an organized, off-road, competitive sporting event.

§4.30 No benefits will be paid for personal comfort or convenience items, including those services and supplies
not directly related to medical care, such as guest meals and accommodations, barber services, telephone charges, radio
and television rentals, homemaker services, travel expenses, take-home supplies.

§4.31 No benefits will be paid for hypnotherapy.

§4.32 No benefits will be paid for religious, marital and sex counseling, including services and treatment related to
religious counseling, marital/relationship counseling, and sex therapy.

§4.33 No benefits will be paid for cosmetic Surgery or other services intended primarily to improve the Members
appearance or treatment relating to the consequences of, or as a result of, Cosmetic Surgery. This exclusion does not apply
to:

4.33.1 Medically Necessary reconstructive surgery as described in the Covered Benefits sections
Mastectomy and Reconstrucve Breast Surgery or Reconstructive Surgery.

4.33.2 surgery to correct the results ol injuries causing an impairment.

4.33.3 surgery as a continuation of a staged reconstruction procedure, including but not limited to post-
mastectomy reconstruction;

4.33.4 surgery to correct congenital defects necessary to restore normal bodily functions, including but not
limited to, cleft lip and cleft palate.

§4.34 No benefits will be paid for routine foot/hand care, including routine reduction of nails, calluses and corns.

§4.35 Except as otherwise provided in this agreement, no benefit will be paid for specific non-standard allergy
services and supplies, including but not limited to, skin titration (wrinkle method), cytotoxicity testing (Bryan’s Test), treatment
of non-specific candida sensitivity, and urine autoinjections.

§4.36 No benefits will be paid for Services and supplies associated with growth hormone treatment unless the
Covered Person is proven to have growth hormone deficiency using accepted stimulated growth hormone analyses and also
shows an accelerated growth response to growth hormone treatment. Under no circumstances will growth hormone treatment
be covered to treat short stature in the absence of proven growth hormone deficiency.

§4.37 No benefits will be paid for Services and supplies provided for liposuction.

§4.38 No benefits will be paid for weight reduction programs, or dietary supplements, except as pre-authorized by
Company for the Medically Necessary treatment of morbid obesity.

§4.39 No benefits will be paid for any drug, food substitute or supplement or any other product, which is primarily
for weight reduction unless medically necessary.

§4.40 Except as provided in this Agreement, or unless medically necessary for the treatment of Morbid Obesity or
other disease, no benefit will be paid for gasthc bypass, stapling or reversal if for the purpose of weight reduction or aesthetic
purposes.

§4.41 No benefits will be paid for surgical operations, procedures or treatment of obesity, except when pre
authorized by Company.
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§4.42 No benefits will be paid for the treatment of male or female Infertithy, including but not limited to:

§4.42.1 The purchase of donor sperm and any charges for the storage of sperm;

§4.42.2 The purchase of donor eggs and any charge associated with care of the donor required for donor
egg retrievals or transfers or gestational carriers;

§4.42.3 Charges associated with cryopresewation or storage of cryopreserved embryos (e.g. office,
hospital, ultrasounds, laboratory tests, etc.);

§4.42.4 Home ovulation prediction kits;

§4.42.5 Injectable Infertility medications, including but not limited to, menotropins, hCG, GnRH agonists,
IVIG;

§4.42.6 Artificial Insemination, including in vitro fertilization (IVF), gamete intrafallopian tube transfer
(GIFT), zygote intrafallopian tube transfer (ZIFT), and intracytoplasmic sperm injection (ICSI), and any
advanced reproduchve technology (“ART’) procedures or services related to such procedures;

§4.42.7 Any charges associated with care required for ART (e.g., office, Hospital, ultrasounds, laboratory
tests, etc.);

§4.42.8 Donor egg retrieval or fees associated with donor egg programs, including but not limited to fees
for laboratory tests;

§4.42.9 Any charge associated with a frozen embryo transfer including but not limited to thawing
charges;

§4.42.10 Reversal of stehlization surgery; and

§4.42.11 Any charges associated with obtaining sperm br ART procedures.

§4.43 Except as provided in this Agreement, no benefits will be paid for the purchase or rental of durable or
disposable medical equipment and supplies, other than for equipment and supplies used in a Hospital or Skilled Nursing
Facility, or in conjunction with an approved Hospital or Skilled Nursing Facility confinement, or items covered as preventive
care under well-women coverage such as breastfeeding supplies in accordance with reasonable medical management
techniques, or as otherwise noted in the Agreement.

§4.44 No benefits will be paid for household equipment, including but not limited to, the purchase or rental of
exercise cycles, water purifiers, hypo-allergenic pillows, mattresses or waterbed, whirlpool or swimming pools, exercise and
massage equipment, centrat or unit air conditioners, air purifiers, humidifiers, dehumidifiers, escalators, elevators, ramps, stair
glides, emergency alert equipment, handrails, heat appliances, improvements made to a Members house or place of
business, and adjustments to vehicles.

§4.45 No benefits will be paid for outpatient supplies (except diabetic supplies), including but not limited to,
outpatient medical consumable or disposable supplies such as syringes, incontinence pads, and elastic stockings.

§4.46 No benefits will be paid for Services and supplies provided for penile implants of any type.

§4.47 No benefits will be paid for Services and supplies to correct sexual dysfunction.
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§4.48 Except as specifically provided, if a benefit is excluded, all Hospital, surgical, medical treatments,
prescription drugs, laboratory services, and x-rays in relation to the excluded benefits are also excluded as of the time it is
determined that the benefit is excluded.

§4.49 Except as specifically provided in this Agreement, no benefits will be provided for Services and supplies not
ordered by a Physician or not Medically Necessary.

§4.50 No benefits will be paid for temporomandibular joint disorder treatment (TMJ) including treatment performed
by prosthesis placed directly on the teeth except as covered in the Covered Benefits Section

§4.51 Except as specifically provided in this Agreement, no benefits will be paid for corrective appliances, artificial
aids and durable equipment.

§4.52 No beneffts will be paid for Services for which the Covered Person or Subscriber is not legally obligated to
pay.

§4.53 No benefit will be paid for ambulance services when used for routine and convenience transportation to
receive outpatient or inpatient services, unless deemed medically necessary with prior authorization obtained from Company.

§4.54 Elective or voluntary enhancement procedures, surgeries, services, supplies and medications including, but
not limited to, hair growth, hair removal, hair analysis, sexual performance, athletic performance, anti-aging, and mental
performance, even if prescribed by a Physician.

§4.55 No benefits will be paid for hospital take-home drugs.

§4.56 No benefits will be paid for fees for any missed appointmenls or voluntary transfer of records as requested
by the Covered Person.

§4.57 No benefits will be paid for educational services. Special education, including lessons in sign language to
instruct a Member, whose ability to speak has been lost or impaired, to function without that ability, are not covered.

§4.58 No benefits will be paid for Intelligence, IQ, aptitude ability, learning disorders, or interest testing not
necessary to determine the appropriate treatment of a psychiatric condition.

§4.59 No benefits will be paid for Psychoanalysis or psychotherapy credited toward earning a degree or
furtherance of education or training regardless of diagnosis or symptoms or whether providing or receiving the Service.

§4.60 No benefits will be paid for non-medically necessary services, including but not limited to, those services
and supplies:

4.60.1 Which are not Medically Necessary, for the diagnosis and treatment of illness, injury, restoration
of physiological functions, or covered preventive services;

4.60.2 That do not require the technical skills of a medical, mental health or a dental professional;

4.60.3 Furnished mainly for the personal comfort or convenience of the Member, or any person who
cares for the Member, or any person who is part of the Membe(s family, or any Provider;

4.60.4 Furnished solely because the Member is an inpatient on any day in which the Members disease
or injury could safely and adequately be diagnosed or treated while not confined;
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4.60.5 Furnished solely because of the setting if the service or supply could safely and adequately be
furnished in a Physician’s or a dentists office or other less costly selling.

§4.61 As required by HIPAA, no source-of-injury exclusion, such as exclusion 4.29 for off-road sporting events, will
apply if the accident resulted from an act of domestic violence or a medical condition (including both physical and mental
health conditions).

Article V.

General Terms and Conditions

§5.1 Eligibility. An individual is eligible for Enrollment and benefits only if he or she satisfies the definition of
Covered Person and has not previously had coverage under the Plan which was terminated for cause.

§5.2 Dependent. A Dependent is either a:

5.2.1 Spouse.The Spouse of the Subscriber includes (i) a lawful wedded spouse; or (ii) a divorced
spouse where there is an order issued by a court having jurisdiction over the parties that the Subscriber continue to
provide such spouse coverage under this Plan, provided that no Subscriber can enroll more than one (1) person as a
spouse at a time unless one spouse is covered pursuant to a court order.

5.2.2 Domestic Partner. The Domestic Partner of the Subscriber shall be defined as a person
who: (1) is 18 years ol age or older; (2) is ot the same or opposite sex as Subscriber; (3)is in an exclusive mutually
committed relationship with the Subscriber and intends to remain the Subscriber’s sole domestic partner; (4) is not
married to an other person; (5) is not related to the Subscber by blood to a degree that would prohibit marriage;
and (6) has cohabitated with the Subscriber for the two (2) consecutive years immediately preceding the proposed
Enrollment.

§5.3 Residency Requirement. Except as otherwise specifically stated in this Agreement, Enrollment in the Plan
shall be limited to only those Covered Persons who are Domiciled in the Service Area and do not reside out of the Service
Area for more than 182 days per Plan Year. Company shall be entitled to phor notice from the Covered Person conceming
his/her residency status and the failure of the Covered Person to provide this prior notice may result in a denial of benefits
under this Agreement. Company shall also be entitled to require substantiation from a Covered Person to determine the
Covered Persons Domicile and may deny benefits under this Agreement for lack thereof. Covered Persons outside the
Service Area must coordinate their care and obtain Prior Authorization from the Company for Services, excluding Emergency
services. For a Covered Person who is Domiciled in the Service Area, time spent receiving continuous medical Services out of
the Service Area shall not count toward the 182 day maximum provided the receipt of such Services precludes returning to the
Service Area, Further, time spent by a parent or spouse of such Covered Person shall not count toward the 182 day
maximum, provided the parent or spouse is providing necessary assistance to the Covered Person and further provided that
under no circumstance can there be more than one such caregiver hereunder for any incident out of the Service Area.
Company shall use its best efforts, to include making available written forms and materials, to inform Subscribers of the
requirements of this Section during enrollment period, in its marketing materials and on its website.

§5.4 Institutionalized applicant. Any individual shall be entitled to the full benefits of this Plan beginning on his
or her effective date regardless of any pre-existing medical condition and regardless of whether he or she is confined as an
inpatient in any institution. In the event the individual is confined in an inpatient facility covered under this Agreement and
incurring costs covered under this Plan, Company will make best efforts to coordinate with the individual’s pdor carrier, if any,
to minimize disruption in the individual’s medical care and to minimize cost to the Plan.
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§5.5 Enrollment.

5.5.1 Enrollment During an Open Enrollment Period. An eligible individual may enroll in the Plan
during an open Enrollment period, or as proscribed by federal or local law to include Section 1882 of the Social
Security Act, 42 USC §1395ss.

5.5.2 Enrollment After Open Enrollment Period. Persons becoming eligible for Enrollment
after completion of Open Enrollment period under this Agreement may elect to enroll within thirty (30) days of the
date of first becoming eligible.

5.5.3 After Thirty (30) Day Enrollment

5.5.3.1 Subscriber. Subject to §5.5.3.3, an individual eligible to enroll as a Subscriber
who does not make written election for Enrollment within thirty (30) days after first becoming eligible shall not be
permitted to enroll hereunder until the next Open Enrollment period unless entitled to special enrollment rights
under federal or local law.

5.5.3.2 Dependents. Subject to §5.5.3.3, a Subscriber with Dependents eligible for
Enrollment who does not make written election for Enrollment of such Dependents within thirty (30) days after their
first becoming eligible shall not be permitted to enroll such Dependents hereunder until the next Open Enrollment
period unless entitled to special enrollment rights under federal or local law.

5.5.3.3 HIPAA and PPACA Enrollment Requirements. If an individual eligible to enroll
as a Subscriber loses other employer coverage or acquires a Dependent through marriage, then the special
enrollment requirements of HIPAA may be applicable. If a Subscriber becomes eligible for a HIPM special
enrollment, such Subscriber and Spouse, if applicable, shall be entitled to change from Class Ito Class II during
such special enrollment.

§5.6 Commencement of coverage. After fulfilling all conditions of Enrollment as set out in this Agreement.
coverage under the Plan shall commence:

5.6.1 Previously Enrolled. As of the Effective Date of this Agreement, for a Subscriber and
his or her Covered Dependents who are Enrolled on such Effective Date.

5.6.2 Not Yet Enrolled. As of the first day following the pay period in which the individual
satisfies the Enrollment requirements as set forth in this Agreement and Company becomes entitled to
receive the appropriate Premium for a Subscriber and his or her Covered Dependents who become
Enrolled subsequent to the Effective Date of this Agreement.

5.6.3 Except as provided in §5.6, coverage of a Dependent of a Subscriber who become eligible
after such Subscriber has been Enrolled hereunder shall commence as of the first day of the pay period
following the timely tiling of an application for Enrollment and liability for the appropriate Premium accrues.

5.6.4 Open Enrollment Period. For any eligible individual and his or her eligible Dependent who
applies for Enrollment or re-Enrollment duhng GovGuam’s open Enrollment period, coverage shall commence as
of the Plan effective date first lollowing the open Enrollment.
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§5.7 Continuing Enrollment. Subscribers and Covered Dependents enrolled under this Plan on the last day of a
Plan Year shall be automatically enrolled for the following Plan Year unless they change to some Other Plan during open
Enrollment or unless this Plan is not renewed.

§5.8 Medical Term. Covered Persons must continue medical coverage under this Agreement for a minimum
of twelve (12) months or for the balance of the Plan Year, except when termination of Enrollment is approved by GovGuam’s
Director of Administration and by Company. A rate increase during the Plan Year is not grounds for disenrollment.

§5.9 Dental eligibility and term. Covered Persons may enroll in the Company’s dental plan only if they are
enrolled in Company’s Retiree Supplement Insurance Plan. Covered Persons in the medical and dental Plan must continue
their medical and dental coverage under this Agreement for a minimum of twelve (12) months or for the balance of the Plan
Year, except when termination of Enrollment is approved by GovGuam’s Director of Administration and by Company. A rate
increase dung the Plan Year is not grounds for disenrollment.

§5.10 Release of medical information. As a condition to the receipt of Plan benefits, each Covered Person
authorizes Company to use and obtain inlormation about his or her medical history, medical condition and the Services
provided to him or her as may be necessary in connection with the administration of this Agreement. Information from medical
records of Covered Persons and information received from Physicians or Hospitals arising from the Physician-patient
relationship shall be kept confidential and shall only be disclosed with the consent of the Covered Person and in accordance
with applicable law.

§5.11 Termination for cause. Company may terminate a Covered Person from the Plan for:

5.11.1 Misuse of card. A Covered Person knowingly allowing his or her Plan identity card to be
used by another person or falsely representing the relation between himself or herself and another
in order that the other person can obtain Services hereunder; or

5.11.2 To the extent required by PPACA, terminations for cause (other than for non-payment of
premiums) shall be handled as required by the applicable PPACA Claims Procedure Requirements
provided in §5.19 and as reflected in the Company’s Appeal Procedures.

§5.12 Termination other than for cause. Except as otherwise provided in this Agreement or applicable law, if
the Covered Person terminates his or her rights under this Agreement then all rights to benefits shall cease as of the effective
date of such termination. However, Company shall pay Eligible Charges for all Covered Services incurred prior to the date of
termination.

§5.13 Rebate of Premium. In the event of termination of coverage, GovGuam or the Subscber, as applicable,
shall receive a pro rata rebate of the Premium paid to Company for such Covered Person.

§5,14 Effective date of termination. Except as otherwise provided herein, termination of coverage shall take effect
on the first (1st) day of the pay period following the event causing termination.

§5.15 To the extent required by PPACA, disputed terminations (other than for non-payment of premiums) shall be
handled as required by the applicable PPACA claims procedure rules for external review process that provides the right to
appeal within four (4) months after you receive notice of terminiation. A Covered Person can appeal a disputed termination
pursuant to the PPACA Claims Procedure for internal and external review appeals provided in §5.20.

§5.16 HIPAA compliance. Company shall provide the certifications required by HIPAA for terminated Subscribers
upon notification by GovGuam of the Subscriber’s termination.
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§5.17 Grievance Procedures. The Grievance Procedure is not applicable to adverse benefit determinations,
including rescission of coverage, and their appeals which are subject to PPACA Claims Procedure Requirements provided in
§5.20 and reflected in the Company’s Appeal Procedures. A grievance is a formal complaint or dissatisfaction with the
service received by a Covered Person. Grievance includes complaints about the quality of care or non-quality of care services
at any of the Company’s contracted network facilities, providers or with any administration provider/behavioral services and
access to care. Non-quality of care services includes complaints about administrative services, sales processes or other
markehng issues. A Covered Person and/or his or her representative may file a written gevance claim, including all relevant
documentation, with the Company. The Covered Person and Company shall provide additional information or documentation,
as applicable, if requested in writing.

5.17.1 Within sixty (60) days after a grievance is received by the Company, the Covered Person
shall be notified in writing of the denial, partial denial or approval of the grievance.

5.17.2 If a Covered Person does not agree with the decision, then the Covered Person or the
Covered Person’s authorized representative may tile a grievance appeal as tollows:

5.17.2.1 A written grievance appeal request must be directed to the Grievance Coordinator. The
request shall state all bases for the grievance appeal and be supported by all relevant information
and documentation,

5.17.2.2 The Grievance Coordinator may refer grievance appeals to the medical society,
the utilization department, peer review committee, or a medical specialty organization for
an opinion to assist in the resolution of the grievance appeal.

5.17.2.3 Within ten (10) working days of the receipt of a ghevance appeal, the Ghevance
Coordinator shall be available to meet with the Covered Person to discuss possible
resolution of the matter and establish the time frame for review of the grievance appeal,
which shall not exceed thirty (30) days.

§5.18 Notice. For purposes of service of any notice or other document under this Agreement, a Covered Person’s
address shall be that stated in the Enrollment materials, unless the Covered Person designates a new address by providing
written notice to the Company. The address of the Company is: 415 Chalan San Antonio St., Baltej Pavilion, Ste 108,
Tamuning, Guam 96913 unless the Company designates a new address in writing served on the Covered Person.

§5.19 Cooperation Regarding Federal Law. Company and the Government of Guam shall fully cooperate in
implementing any Qualified Medical Child Support Order as defined and required by federal law.

§5.20 PPACA Claims Procedure Requirements. Adverse benefit determinations, including rescissions of
coverage, and their appeals are subject to the requirements of Section 2719 of the PHSA, as added by PPACA, and
applicable regulations to include 45 CFR 147.136 and 29 CFR 2560.503-1. The term “adverse benefit determination” means
any of the following: a denial, reduction, or termination of, or a failure to provide or make payment (in whole or in part) for, a
benefit, including any such denial, reduction, termination, or failure to provide or make payment that is based on a
determination of a participant’s or beneficiary’s eligibility to participate in a plan (e.g., a rescission of coverage), and including,
with respect to group health plans, a denial, reduction, or termination of, or a failure to provide or make payment (in whole or
in part) for, a benefit resulting from the application of any utilization review, as well as a failure to cover an item or service for
which benefits are otherwise provided because it is determined to be experimental or investigational or not medically
necessary or appropriate. The Company’s PPACA Claims Procedure is reflected in Exhibit F.

TakeCare RSP Certificate Page 22



5.20.1 As required by PPACA, the Company shall comply with U.S. Department of Labor claims
regulations applicable to health plans under the Employee Retirement Income Security Act of
1974, as amended (“ERISA”), as set forth at Section 2560.503-1 of Title 29, Code of Federal
Regulations, as such regulations may be updated from time to time by the Secretary of Labor (the
“ERISA Claims Regulations”). These ERISA Claims Regulations shall apply notwithstanding that
the Plan is a government plan, previously not subject to ERISA’s requirements, but shall be
modified as follows:

520.1.1 An adverse benefit decision, to which the ERISA Claims Regulations shall apply, shall
include a rescission, whether or not the rescission has an adverse effect on any particular benefit
at that time.

2.20.1.2 In the case of a claim determination (whether adverse or not) involving urgent
care, the claimant shall be notified as soon as possible, taking into account the medical
exigencies, but not later than 72 hours after the receipt of the claim, unless the claimant
fails to provide sufficient information to determine whether, or to what extent, benefits are
covered or payable under the plan.

5.20.2 On appeal, the claimant must be allowed to review the claim file and to present evidence and
testimony.

5.20.3 Other aspects of the PPACA Claims Procedure regulations shall be followed including the
right of a Covered Person to file an external review within four (4) months after the Covered Person
receives notice of adverse benefit determination or denial of an internal appeal from the Company.

Article VI.

Dental Benefits

6.1 Dental Benefits Available. This Article contains the Dental Benefits available to Covered Persons in the optional dental
plan.

6.2 Definitions. The definitions contained herein are supplemental to those contained elsewhere in this Agreement and apply
only to Dental Benehts in the dental plan. The definitions contained elsewhere in this Agreement are applicable to this
Article.

6.2.1 Treatment Plan. Treatment Plan means a Dentists report of the Covered Persons dental defects,
prescribing a program of treatment for the identified defects, including applicable charges.

6.3 Maximum Allowances. The maximum dental benefit payable by the Company for each Covered Person shall be One
Thousand Dollars ($1,000) per Plan Year

6.4 Co-Payments for Diagnostic and Preventive Services.

6.4.1 For any Diagnostic and Preventive Services which are covered under §7.7.1 of this Agreement,
Company will pay 100% of Eligible Charges if the Services are rendered by a Participating Provider

6.4.2 For any Diagnostic and Preventive Services which are covered under §7.7.1 of this Agreement,
Company will pay 70% of Eligible Charges if the Services are rendered by a Non-Participating Provider
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6.5 Payments for Basic and Restorative Services.

6.5.1 For any Basic and Restorative Services which are covered under §7.7.2 of this Agreement,
Company will pay 80% of Eligible Charges if the Services are rendered by a Participating Provider.

6.5.2 For any Basic and Restorative Services which are covered under §7.7.2 of this Agreement,
Company will pay 70% of Eligible Charges if the Services are rendered by a Non-Participating Provider.

6.6 Payments for Major and Replacement Services.

6.6.1 For any Major and Replacement Services which are covered under §7.7.3 of this Agreement,
Company will pay 50% of Eligible Charges if the Services are rendered by a Participating Provider.

6.6.2 For any Major and Replacement Services, which are covered under §7.7.3 of this Agreement,
Company will pay 35% of Eligible Charges if the Services are rendered by a Non-Participating Provider.

6.7 Services Available. Subject to the other conditions contained in this Agreement, Covered Persons choosing the optional
dental plan for whom Premiums have been paid shall be entitled to the following Dental Benefits:

6.7.1 Diagnostic and Preventive Services.

6.7.1.1 Examinations (including Treatment Plan) limited to once every six (6) months.

6.7.1.2 Radiographs (X-rays).

6.7.1.2.1 Full mouth sehes (once per 36 months).

6..1 .2.2 Bite-wings. Maximum of four per Plan Year.

6.7.1.3 Prophylaxis (cleaning and polishing) limited to twice per Plan Year.

6.7.1.4 Topical application of fluoride (once every Plan Year for Covered Persons under the
age of 19);

6.7.1.5 Study models.

6.7.1.6 Space maintainers (for Covered Persons age 15 and under). This includes adjustments
within 6 months of installation.

6.7.1.7 Caries susceptibility test.

6.7.1 .8 Sealants (for permanent molars of Covered Persons age 15 and under).

6.7.2 Basic and Restorative Services.

6.7.2.1 Emergency Services (duhng office hours).

6.7.2.2 Pulp treatment.

6.7.3.3 Routine fillings (amalgam and composite resin).

6.7.3.4 Simple extractions.
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6.7.3.5 Complicated extractions.

6.7.3.6 Extraction of impacted teeth.

6.7.3.7 Periodontal prophylaxis (cleaning and polishing once every six months).

6.7.3.8 Periodontal treatment.

6.7.3.9 Pulpotomy and root canals (endodontic surgery and care).

6.7.3.10 Conscious sedation and nitrous oxide for Covered Persons under the age of 13.

6.7.3 Major Dental Services and Replacement Services.

6.7.3.1 Fixed prosthetics.

6.7.3.1.1 Crowns and bridges.

6.7.3.1.2 Gold inlays and onlays.

6.7.3.1.3 Repairs of crowns and bridges.

6.7.3.1.4 Replacement of crown or bridge (limited to once every five years)

6.7.3.2 Removable prosthetics.

6.7.3.2.1 Full and partial dentures. Replacements limited to once every five years.

6.7.3.2.2 Denture repair and relines.

6.7.3.3 General anesthesia, but only if medically or dentally necessary.

6.8 Claims and Payment for Services. The procedures, requirements and conditions applicable to the processing
and payment of claims for Medical Benefits contained in Article 6 shall apply to claims for Dental Services under
this Agreement, except the Deductible amount does not apply to the Dental Benefits.

6.9 Reasonableness and necessity of Services and charges.

6.9.1 Company shall not be required to pay any claim unless and until Company has determined that the Covered
Person received Covered Services and that the charges for the Dental Services are reasonable. No
payment shall be made for: (i) Dental Services not actually rendered; or (U) Dental Services which are not
Covered Services, No payment shall be made for any portion of a charge determined by Company to be
unnecessary, unreasonable or excessive. In the case of a Participating Provider, when a Covered Person
receives Covered Services, Company guarantees the Covered Person shall not be responsible for payment
of any charges in excess of the Eligible Charges

6.9.2 Preliminary determination that any Dental Service or charge is unnecessary or unreasonable or otherwise
not payable shall, at the Dentist’s or Covered Persons request, be reviewed through Company’s grievance
procedure. The determination made through the grievance procedure shall be conclusive upon all parties in
interest, subject, however to the parties’ right to arbitration.
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6.lOPrior Authorization of Services. Prior Authorization by Company for Dental Services shall be required when any
Treatment Plan and/or treatments exceed Five Hundred Dollars ($500).

6.11 General Provisions.

6.11.1.1 Dental Exclusions. No benefits will be paid for:

6.11.1.1.1 Work in progress on the effective date of coverage. Work in progress is defined as:

6.11.1.1.1.1 A prosthetic or other appliance, or modification of one, where an impression was made
before the patient was covered.

6.11.1.1.1.2 A crown, bridge, or cast restoration for which the tooth was prepared before the patient
was covered.

6.11.1.1.1.3 Root canal therapy, it the pump chamber was opened betore the patient was covered,

6.11.1.1 .2 Services not specifically listed in the Agreement, Services not prescribed, performed or
supervised by a Dentist, Services which are not medically or dentally necessary or customarily
performed, Services that are not indicated because they have a limited or poor prognosis, or
Services for which there is a less expensive, professionally acceptable alternative.

6.11.1.1.3 Any Service unless required and rendered in accordance with accepted standards of dental
practice.

6.11.1.1.4 A crown, cast restoration, denture orfixed bridge or addition of teeth to one, if work involves a
replacement or modification of a crown, cast restoration, denture or bridge installed less than five
years ago or one that replaces a tooth that was missing before the date of the Covered Person
became eligible for Services under the plan (including previously extracted missing teeth).

6.11.1.1.5 Replacement of existing dentures, crowns or fixed bhdgework if the existing dentures, crowns or
fixed bridgework can be made serviceable

6.11.1.1.6 Precision attachments, Interlocking device, one component of which is fixed to an abutment or
abutments the other is integrated into a fixed or removable prosthesis in order to stabilize and/or
retain it; or stress breakers, part of a tooth borne andlor tissue-borne prosthesis designed to relieve
the abutment teeth and their supporting tissues from harmful stresses.

6.11.1.1.7 Replacement of any lost or stolen appliance, or replacement of any appliance damaged while not
in the mouth.

6.11.1.1.8 Any Service for which the Covered Person received benefits under any other coverage offered
by the Company.

6.11.1.1.9 Spare or duplicate prosthec devices.

6.11.1.1.10 Services included, related to, or required for:

6.11.1.1,10.1 Implants;

6.11.1.1.1 0.2Cosmetic purposes;
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6.11.1.1 .10.3Services or appliances to change the vertical dimension or to restore or maintain the
occlusion, including but not limited to, equilibrium, full mouth rehabilitation and restoration
for malalignment of teeth;

6.11.1.1.1 0.4Temporomandibular joint (TMJ) or craniomandibular disorders, myofunctional therapy or
the correction of harmful habits;

6.11.1.1.10.5 Expehmental procedures; and

6 11.1.1.10.6 Intentionally self inflicted injury unless resulting from a medical condition (including
physical or mental conditions) or from domestic violence.

6.11.1.1.11 Any over the counter drugs or medicine.

611.1.1.12 Fluoridevarnish.

6.11.1.1.13 Charges for finance charges, broken appointments, completion of insurance forms or
reports, providing records, oral hygiene instruction, pit and fissure sealants and dietary instruction,
or lack of cooperation on the part of the patient.

6.11.1.1.14 Charges in excess of the amount allowed by the Plan for a Covered Service.

6.11.1.1.15 Any treatment, material, or supplies which are for orthodontic treatment, including
extractions for orthodontics.

6.11.1.1.16 Services for which no charge would have been made had the Agreement not been in
effect.

6.11.1.1.17 All treatments not specifically stated as covered.

6.11.1.1.18 Surgical grafting procedures.

6.11.1.1.19 General anesthetic, conscious sedation, and other forms of relative analgesia, except as
otherwise specifically provided herein.

6.11.1.1.20 Services paid for by Workers’ Compensation.

6.11.1.1.21 Charges incurred while confined as an inpatient in a Hospital unless such charges would
have been covered had treatment been rendered in a dental office.

6.11.1.1.22 Treatment and/or removal of oral tumors.

6.11.1.1.23 All surgical procedures except for surgical extractions of teeth and periodontal surgeries
Performed by a Dentist. Surgical procedure is defined as the surgical and adjunctive treatment of
diseases, injuries, and deformities of the oral and maxillofacial region.

6.11.1.1.24 Panoramic x-ray if provided less than three (3) years from the Covered Person’s last full
mouth x-rays; and full mouth x-rays if provided less than three (3) years from the Covered Person’s
last panoramic x-ray.
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6.11.1 Issuance of this Agreement. This Article 7 shall take effect, and coverage for the Subscriber and
Dependents inifially listed on the Enrollment form shall commence as of the Subscribers Effective Date if the Enrollment form
is accepted by Company.

6.11.2 DENTAL COVERAGE SPECIAL CONDITIONS OF ENROLLMENT. EMPLOYEES MAY ELECT
TO ENROLL IN THE MEDICAL PLAN ONLY BENEFIT LEVEL OR IN THE MEDICAL AND DENTAL PLAN BENEFIT LEVEL.
MEMBERS ENROLLED IN THE MEDICAL PLAN ONLY BENEFIT LEVEL MAY ELECT TO ENROLL IN THE MEDICAL AND
DENTAL PLAN DURING ANY OPEN ENROLLMENT PERIOD. ANY COVERED PERSON SELECTING THE MEDICAL AND
DENTAL PLAN BENEFIT LEVEL SHALL ENROLL IN THE SAME CLASS FOR THE MEDICAL PLAN AND THE DENTAL
PLAN.

Article VII.

Rate.

The Rate for this GovGuam Retiree Supplement Insurance Plan to include the services and benefits set
out in Exhibit A and Exhibit B shall be for the semi-monthly rate of $188.22 for Class I and $398.47 for
Class II effective October 1, 2017 through September 30, 2018, and the optional Dental Plan shall be
for the semi-monthly rate of $1 6.04 for Class I and $37.26 for Class II effective October 1, 2017 through
September 30, 2018.
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EXHIBIT A
Medical Schedule of Benefits

GOVGUAM Retiree Ran SCHEDULE OF BENEFITS
This is a supplementa[ pLan for retirees and survivors who are activeLy insured
with Medicare Parts A and B

When you go to a participating
When you go to participating

provider,
provider, Member pays afterYour Benefits, What TdkeCare covers

Retiree SuppLementaL Plan pays
deductibLe

________

after Primary Insurance
Out of Area Service
Any Services in the PhiLippines, Hawaii, U.S. Mainland. Japan.
Taiwan. and any foreign participating providers.

Requires a referral from your doctor and Prior approval from TakeCare

IPrior Authorization Required)

Plan Maximum UnLimited
Retiree SupplementaL Plan pays

Member Pays
after Primary Insurance

Preventative Services lout Patient Only)
In accordance wdh the guidelines established by the U.S. Preventive
Services Task Force (USPSTFI Grades A and B recommendations.

• Annual Physical Exam
o Members may choose to receive age Plan Pays 100% Nothing

appropriate annual physicaL in the Philippines
with no doLlar limit

• Includes preventive lab tests
• CounseLing and heaLth screenings

1mm unizations/Vaccinations
In accordance with the guidelines established by the Advisory PLan Pays 100% Nothing
Committee on Immunization Practices of the COC
WeLL-Woman Care
In accordance with the guidelines supported by the Health Resources

. PLan Pays 100% Nothingand Services Administration (HRSA( and the Woman Health and Cancer
Act

Retiree supplemental PLan pays
Member Pays

after Primary Insurance

Annual Eye Exam (one exam per member per pLan year) Nothing Nothing

Outpatient Physician Care & Services

1. Primary Care Visits 20% co-insurance Nothing

2. Specialist Care Visits 20% co-insurance Nothing

3. Voluntary Second Surgical Opinion 20% co-insurance Nothing

6. Home Health Care Visit Nothing Nothing

5. Hospice Care in Guam only, maximum 180 days (Prior Authorization
. Nothing NothingRequired)

6. Urgent Care 20% co-insurance Nothing

7. Outpatient Laboratory Nothing Nothing

8. X-ray Services 20% co-insurance Nothing

9. Injections (Does not include those on the SpeciaLty Drugs lists
. . . . 20% co-insurance Nothingand Orthopedic injections)

Prescription Drugs

. . . . Plan Pays 100% after member $15 Member Co-Payment1. Formulary generic drugs per prescription unit
copayment (30 day suppLy)

. . . Plan Pays 100% after member $30 Member Co-Payment2. Formulary brand name drugs per prescription unit
copayment 130 day suppLy)

3. Formulary generic and brand mail order Plan Pays 100% $0 Member Co-Payment
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EXHIBIT A
Medical Schedule of Benefits

(Continuation)

I.. Non-Formulary (Medically Necessary Only and Prior Authorization Plan Pays 100% after member $60 Member Co-Payment
Required) copayment 130 day supply)
Specialty Drugs (Medically Necessary Only and Prior Authorization PLan Pays 100% after member $100 Member Ca—payment

(30 4yippLy)

Acupuncture Limited to 30 visits per member per benefit yearl Plan Pays 80% Member Pays 20%

AIDS Treatment (Prior Authorization Required)
. Plan Pays 20% Member Pays NothingExclusive of Experimental Drugs

Airfare Benefit to Preferred Providers onLy
TakeCare provides emergency hospital to hospital transportation Plan Pays 100% Nothing
coverage [Prior Authorization Required)

Allergy Testing/Treatment
Plan Pays 80% Member Pays 20%

$1000 per member per plan year

AmbuLatory Surgi-center Care IPrior Authorization Required) Plan Pays 20% Member Pays Nothing

Blood & Blood Derivatives Plan Pays 80% Member Pays 20%

Breast Reconstructive Surgery [Prior Authorization Required)
(In accordance with 1998 W.H.C.R.A)

Plan Pays 20% Member Pays Nothing

Cardiac Surgery [Prior Authorization Required) Plan Pays 80% Member Pays 20%

Cataract Surgery (Prior Authorization Required(
. Plan Pays 80% Member Pays 20%Includes conventional lens. Outpatient only

Chemical Dependency Plan Pays 20% Member Pays Nothing
Chemotherapy Benefit (Prior Authorization Required) Plan Pays 20% Member Pays Nothing

Chiropractic Care (Limited to 30 visits per member per benefit year) Plan Pays 80% Member Pays 20%

Congenital Anomaly Disease Coverage
. Plan Pays 20% Member Pays Nothing(Prior Authorization Required)

Diagnostic Testing
MRI, CT Scan, Sleep Apnea testing and other diagnostic procedure Plan Pays 20% Member Pays Nothing
[Prior Authorization Required)

Durable Medical Equipment IDME)
The lesser amount between Purchase or Rental of crutches, walkers,

. Plan Pays 20% of the total rentalwheelchairs, hospital beds, suction machines, nebulizer machine, Member Pays Nothing
. costorpurchaseCPAP (excluding disposable supplies), oxygen and accessories when

prescribed by a Physician IPrior Authorization Required)

Elective Surgery (Prior Authorization Required) Plan Pays 80% :‘W Member Pays 20%

Emergency Care (Plan must be contacted and advised within 68 hours
for on and off island emergencies)

. Plan Pays 20% Member Pays NothingI On/Off Island emergency facility, physician services, laboratory, x-rays
2. Ambulance Services [Ground Transportation only)

End Stage RenaL Disease / Hemodialysis
. . . Plan Pays 20% Member Pays Nothing[Prior Authorization Required)

Hearing Aids
Plan Pays 80% Member Pays 20%Maximum $500 per member per plan year

Hospitalization & Inpatient Benefits [Prior Authorization Required)
1. Room & Board for a semi-private room, intensive care,

coronary care and surgery
2. All other inpatient hospital services including laboratory, x- Plan Pays 80% Member Pays 20%

ray, operating room, anesthesia and medication
3. Physician’s hospital services
6. Mental Heatth Care services

Retiree Supplemental Plan pays
When you go to participating

after Primary Insurance’
provider Member pays after

_________ ____________________________ ________________________________

deductible
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EXHIBIT A
Medical Schedule of Benefits

(Continuation)

Retiree SuppLementaL PLan pays When you go to participating

after Primary Insurance’ provider Member pays after
deductible

Implants (Prior Authorization Required)
Limited to cardiac pacemakers, heart valves, stents, Intraocular lenses,

. Plan Pays 80% Member Pays 20%orthopedic internal prDsthelic devices; Limitations apply, please
refer to contract and certificate of insurance)
InhaLation Therapy PLan Pays 20% Member Pays Nothing
Outpatient MentaL HeaLth Care PLan Pays 20% Member Pays Nothing
Nuclear Medicine (Prior Authorization Required) PLan Pays 20% Member Pays Nothing
Occupational Therapy Limited to 20 visits per member per benefit
year) PLan Pays 20% Member Pays Nothing
(Prior Authorization Required)
Organ Transplant — coverage based on Medicare including but not
limited to the following organs. Includes coverage for donor expenses.
1. Heart
2. Lung
3. Liver
4. Kidney Plan Pays 80% Member Pays 20%
5. Pancreas
6. Intestine
7. Bone Marrow

-

B. Cornea
(Prior Authorization Required)
Orthopedic Conditions [Prior Authorization Required)
Internal and External Prosthesis such as but not limited to artificial PLan Pays 80% Member Pays 20%
joints, limbs and spinals segments
OpticaL Benefit lat Preferred Providers)
Coverage for;

1. Eyeglasses
• Frames PLan Pays 100% up to $150 per

ALL Charges• Eye glass fitting member per pLan year
2. Eye glass lenses

• Single, bilocal tn local, lenticular/aphakik lenses
3. Contact Lenses

PhysicaL Therapy PLan Pays 20% for the first 20 visits Member Pays Nothing for the first
[Prior Authorization Required) and 50% thereafter 20 visits and 50% thereafter
Radiation Therapy (Prior Authorization Required) Plan Pays 20% Member Pays Nothing
Robotic Surgery/Robotic Suite (Prior Authorization Required) Plan Pays 80% Member Pays 20%
SkiLLed Nursing FaciLity
Maximum 60 days per member per plan year [Prior Authorization Plan Pays 80% Member Pays 20%
Required)
Sterilization Procedures (Prior Authorization Required)

. Plan Pays 80% Member Pays 20%1. Vasectomy (Outpatient Only)
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EXHIBIT A
Medical Schedule of Benefits

(Continuation)

Additional Benefits: What TakeCare covers

Wellness & Fitness Benefit

1 Wellness Benefits at TakeCare Wettness Center Plan Pays 100% Nothing

2. Gym Benefit
For .ist of gy partlrs, p:ease contact TakeCares Customer Se-vice PLan Pays 100% for Gym Access Per

NothinDepartment. Be advised that several gyms have maximum enrollment Member Per Plan Year
caps and is on a first come first serve basis.

3. Incentives Weitness Disease Management. Fitness & Outcome PLan Pays 100% up to the appLicable
NothingBased incentive

Service Area: You must continuously reside in the Service Area to remain eligibLe for coverage under this Plan. When seLecting a Primary care
Provider IPCPI, you must select a PCP from the isLand in which you reside. If you are absent from the Service Area for more than one hundred
eighty-two (1821 consecutive days during a benefit period, you are no Longer eligible for the Plan and your coverage under the PLan may be
terminated.
Oft-Island Provider Network IPrior Authorization is required from

ContinentaL US, HawaN, PhiLippines
TakeCarel
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EXHIBIT B
Dental Schedule of Benefits

PARTICIPATING NON-PARTICIPATING
Your Benefits: What TakeCare covers PROVIDERS PROVIDERS

Ran Pays Plan Pays
Diagnostic & Preventive Care
1. Caries Susceptibility Test
2. Exams (Once every 6 months)
3. Fluoride Treatment (Annually for children age 19 & under)
6. Prophylaxis (Cleaning of teeth once every 6 months) 70% of Eligible
5. Sealants (For permanent molars and children age 15 & under) 100% of E1iibIe

Expenses
6. Space maintainers (For children age 15 & under( includes (Covered Person paysadjustments within 6 months of installation Expenses

excess above Eligible7. Study Models
Expenses)B. Treatment Plan

9. X-rays (Bile Wing Maximum of 6 per Plan Vear)
10. X-rays (Full mouth, once every 3 years(
Basic & Restorative Care
GeneraL Services
1. Emergency Care (During ollice hours)
2. Pulp Treatment
3. Routine Fillings (Silver & composite resin)

Oral Surgery 70% of Eligible
1. Simple Extractions

80% of Elinible Expenses
2. Complicated Extractions (Covered Person pays3. Extraction of impacted teeth Expenses

excess above Eligible
Expenses)Periodontal Care

1. PeriodontaL Prophylaxis (Cleaning once every 6 months(
2. Periodontal Treatment
Conscious Sedation and Nitrous Oxide for children under the age of 13.

70% of Eligible
. . Expenses

. 80% of EligiblePutpotomy & Root CanaLs/Endodontic Surgery Care (Covered Person paysExpenses
excess above Eligible

Expensesi
Major & Replacement Care
Fixed Prosthetics
1. Crowns
2. Gold Inlays & Onlays
3. Bridges (Fixed)
6. RepLacement of Crown Restoration lance every 5 years)

RemovabLe Prosthetics
50% of Eligible 35% of Eligible1. Full Dentures lance every 5 years)

2. Partial Dentures (Once every 5 years) Expenses Expenses
3. Each anesthesia, but only if medically or dentally necessary
6. Retines
5. Denture Repair

Periodontics
Treatment of soft tissue and bones supporting the teeth

Deductible None None
Registration Fee Per Visit To Dentists None None
Coverage Maximums

$1 000Per Member per Plan Year
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EXHIBIT C

Weliness and Disease Management Benefit

As a healthcare organization, TakeCare is committed to provide Government of Guam
(“GovGuam”) members with quality health care services. It is our mission to help improve our
membefs health and well-being, provide tools that will help our members achieve their health
goals. and support our member’s abilities for self-care. TakeCare offers in-house exclusive to
members Wellness programs designed to help manage chronic diseases:

Wellness Workshop

TakeCare has developed the “Wellness Workshop”, facilitated by our full-internal FHP
medicine provider, Dr. Edwin Supit. The program addresses prevention and management
strategies for chronic diseases such as diabetes, high blood pressure, high cholesterol
levels and obesity. The program includes an eight session class intended to improve the
individuals health though plant-based nutrition. The program also helps members gain
knowledge and understanding of their disease and develop skills in managing their
condition. The program emphasis is on improving health with vital signs monitoring for
blood pressure, random glucose, and weight and body mass index (BMl”) measures as
conducted during each class session. Initial comprehensive lab test are provided before the
start of the program and a final lab test to measure improvement is also provided before
the end of the proam.

The workshop discusses of the Ibilowing topics:

• Understanding the metabolic syndrome, insulin resistance &reversing diabetes.
• Overcoming cellular stress, mitochondrial over-drive & burnout, adrenal fatigue.
• Understanding stimulant over-drive, optimizing melatonin cycle for natural

heal ing.
• Understanding endothelial injury, hypertension & atherosclerosis.
• Look and feel better, keep cells younger with high-antioxidant foods.
• Improving cellular detoxification, decreasing pain & addressing inflammation,

improving immune function, improving cellular signaling, cell-membrane
fluidity, overcoming obesity and weight management.

The program provides support to TakeCare members through services offered by trained
nurse educators and nutritionists. Telephonic consultations and on-on-one appointments
are offered free of charge to members to gain a better understanding of their disease
process and develop skills that will empower them improve their self-care.

• Cardiac Risk Management Program

TakeCare provides Cardiac Risk Management (“CRM”) Program for exclusive for
TakeCare members designed primarily to target those with high blood pressure and high
cholesterol and aims to prevent the onset and progression of heart and vascular disease
through patient education. The purpose of the CRM Program is to reduce cardiac risk such
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as stroke and heart attack, improve the quality of life among participants by living a heart
healthy lifestyle, and promote compliance with management and medication adherence.
The program includes initial lab test for lipid profile and comprehensive metabolic profile
(CMP) to test liver and kidney functions. A follow-up laboratory testing after six (6)
months of participation in the program and a telephonic monitoring and follow-up with
Registered Nurse Case Manager is provided. Blood pressure screening, weight and BMI
check, are conducted to identify health risk are conducted during the two (2) hour class.

Class session includes the following topics:

I. Risk factors, Causes and complications of high blood pressure and high cholesterol
2. Progression of disease
3. Know your numbers:

i. Stages of Hypertension
ii. Cholesterol levels in the blood

iii. Goals
4. Lifestyle changes to prevent development of hypertension and

hypercholesterolemia
5. Nutrition Topics:

i. DASH diet/Low Fat diet
ii. Sodium/Potassium balance

iii. Cholesterol and the different types and sources of fats
iv. Understand food label and nutrition facts
v. Portion control

6. Stress, Exercise and Physical Activity

The program is directed by a fulltime nurse case manager who will assist patients with
history of non-compliance in medication, exercise regime, diet and doctor’s follow up
appointment. Support staff includes a wellness manager, a fitness expert and a nutritionist.
Social workers and case managers will also help address the socioeconomic issues
affecting patient’s health care.

• Diabetes Management Program

TakeCare’s Diabetes Management Class is intended for members who are newly
diagnosed with diabetes or members with diabetes who have not had a diabetic teaching in
the past. It teaches members about the disease process, how to achieve or maintain a
healthy blood sugar range and strategies on how to prevent complications.

It emphasizes medication compliance, glucose monitoring, proper diet, regular physical
activity and timely medical evaluation. This program is designed to assist in making
diabetic patient self-manage their condition and to encourage them to make changes that
will improve their over-all health and well-being. The program will consist of the
following interventions:

Initial laboratory testing for lipid profile, HbAlc and comprehensive metabolic profile to
check kidney and liver functions, and a follow-up laboratory test after six (6) months of
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participating in the program. Lnitial random glucose screening, foot exam, blood pressure
screening, weight and BMI check, one two (2) hour session with free educational
handouts, telephonic monitoring and follow-up with Registered Nurse Case Manager are
also pan of the program.

One 2-hour session that discusses the following topics:

• Understanding Diabetes and the disease process
• Managing blood sugar: Hypoglycemia/Hyperglycemia and sick days
• Diabetic introduction video
• Preventing complications
• Knowing blood glucose numbers and determining healthy ranges on other

diagnostic lab work Includes blood glucose monitor reaching.

• Therapeutic lifestyle changes and physical activity
• Nutrition basics: Diabetic meal planning, food label reading, calorie and

carbohydrate counting and healthy food preparation techniques

TakeCare’s Group Fitness Program

TakeCare has a well-developed fitness program available to all TakeCare GovGuam
members. TakeCare’s Group Fitness Program is an organized variety of classes available
to the eligible GovGuam plan members. The program consists of various fitness activities
in both indoor and outdoor settings that includes low to high impact, aerobic and muscle
building exercises that are designed to meet individuals fitness level while keeping them
engaged in their workout and improve their fitness abilities. Through TakeCare’s
partnership with different fitness instructors, gym partners and other health organizations.
members are able to choose from a variety of exercise activities that will appeal more to
their needs, interests and lifestyle. Exhibit 17 is a sample of our monthly fitness calendar.

The goal of the program is to increase the member’s participation in fitness and exercise
activities that provide opportunities to maintain a healthy and active lifestyle. The variety
of fitness activities provided in the group fitness classes support and supplement all of
TakeCare’s education and disease management program.

In addition, TakeCare has established partnerships with various fitness facilities on island
that provide access to members to take advantage of their fitness program offerings.

• Nicotine Cessation Program

In conjunction with American Cancer Society’s Freshstart Program, TakeCare administers
and offers a tobacco and nicotine cessation program to all TakeCare Members.

The program includes a one hour session for a total of four weeks designed to educate,
empower, and assist individuals who desire to quit smoking.

The sessions include topics on understanding the basic concepts of addiction, effects of
smoking, benefits and methods of quitting smoking and managing the first few days of
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quitting, including instructions on medications, support systems, and follow-up. Following
the format of the Freshstart Program, participants are encouraged to identify a quit date
followed by individual and group counseling sessions. Participants who failed to quit on
the identified quit dates are encouraged to set another quit date and continuous telephonic
counseling is done to ensure adequate follow-up. Prescription medication are available
free of charge for members needing assistance to wean off nicotine addiction.

(A quit attempt is defined as at least one counseling session and a corresponding smoking
cessation medication reimbursed within a 90-day period.) TakeCare’s Nicotine Cessation
Program is facilitated by certified American Cancer Society facilitator.

Well Mommy-Well Baby Program

The 4VeIl Mommy- Well Baby Program is designed to provide educational support to
pregnant women and their families, assist pregnant mothers to have a normal and healthy
pregnancy. A Registered nurse will provide telephonic consult to identify and assess
pregnancy risks and facilitate referrals to specialty case management services. In
partnership with Reinsurance Group of America (“RGA”), The Well Mommy-Well Baby
program provides access to trained perinatal case managers who can provide personalized
(one-on-one) counseling and coaching to pregnant mothers. A comprehensive assessment
is done and for any identified risks, members are channeled to the right specialty for early
intervention. Members are provided free educational materials and handouts as well as
free access to Lamaze classes, Prenatal Yoga and other Prenatal Nutrition and Education
classes. The program applies to eligible TakeCare members in their second (2’’) trimester.
Automatic enrollment is applied to all FHP paneled patients. Patients under network
providers can send referral for enrollment to the program by e-mail at
Wellnessaitakecareasia.com or fax at 647-3541 ATTN: Wellness. Enrollment to the
program is free and self-referral from eligible members is also accepted.

Children’s Health Improvement Program (“CHIP”)

TakeCare’s Children’s Health Improvement Program (CHIP) is a family-oriented health
education program geared to those who are over the 85th percentile with or without health
risks aging seven to fourteen (7 to 14) years old along with their parents/guardian.
Although this program is intended for overweight and obese children, we welcome all
TakeCare Kids within the age range (7 to 14 years) to participate as preventative measures
for childhood obesity.

The goal of the program is to provide a family-oriented nutrition education and physical
fitness activities for children and adolescents. The program encourages the participants to
make healthy food choices and lifestyle changes; each class session includes 1 hour fitness
class and 1 hour nutrition education and food demonstration.

CHIP offers the follow services:

• Six Saturdays with group nutrition and fitness classes from certified instructors
• Provides telephone counseling support to assist members with lifestyle issues
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• Provides a class room setting nutrition education
• Guidance and monitoring from FHP Healthcare provider, if needed
• Free educational materials for parents and children on nutrition, fitness and

lifestyle

• Teen Talk Program

According to the Youth Risk Behavior Surveillance (2013), adolescences [ages 12 to 171
are vulnerable at engaging in health-risk behaviors. These health-risk behaviors can
contribute to several public health and social consequences as well as morbidity and
mortality rates.

The top leading causes of morbidity and mortality rates are: I) Behaviors leading to
unintentional injuries and violence; 2) Substance abuse (nicotine, alcohol and drugs); 3)
Sexual behaviors that contribute to unintended pregnancy and transmission of STDs and
HIV; 4) Unhealthy dietary behaviors; and 5) Physical inactivity (CDC, 2013).

The Takecare Wellness Teen Talk Program’s purpose is to provide health education
workshops for adolescence ages twelve (12) to seventeen (17) years of age and aims to
minimize or prevent public health and social consequences and to develop and encourage
healthy behaviors.

The Teen Talk Program offers the following services:

a) Group educational sessions, tools and resources relating to but not limited to:

o Substance Abuse (nicotine, drug and alcohol use) — this session helps educate
adolescents on the harmful effects of nicotine, drug and alcohol usage; prevents
or reduce the health and social consequences of nicotine, drug and alcohol usage;
and encourage living a substance abuse free lifestyle.

o Sexual Risk Behaviors and Unplanned Teenage Pregnancy — this session helps
adolescents embrace lifelong attitude and behaviors that support their health and
welling being such as reducing their risk of contracting sexually transmitted
infections (STIs), Human immunodeficiency Virus (HIV), and unintended
pregnancy.

o Violence Issues — this session offers adolescents to identity types of violence:
such as bullying, sexual harassmentjassault, dating violence, etc. as well as
various prevention violence strategies before they occur.

o Suicide Prevention — this session informs adolescents how to recognize the
warning signs of suicide; to develop an alertness and provide effective
communication with at-risk individuals; how to inform the at risk individuals to
seek professional assistance; and to create a support system and prevention
strategies.
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o Nutrition and Physical Activity — this session provides participants with ways to
choose healthy food that promotes optimal growth and development and
participation in regular physical activities that helps reduce the risk of developing
non-communicable diseases such as diabetes, cardiovascular disease, cancer,
pulmonary diseases, etc.

b) Provide various activities that foster self and social development:
i) Team building activities.
ii) Improving communication amongst friends and family.
iii) Big brother or sister bonding during adolescence.

Worksite Wellness sessions

Take Care’s Wellness team believes that through health education, wellness activities and
opportunities for self-improvement, we can enhance the quality of life and decrease the
risk of chronic diseases. In an effort to integrate health promotional activities in your
workplace, Take Care Weilness offers lunch and learning sessions at the Company’s
requested time and location. Worksite Wellness sessions are informative sessions lasting
about one to two hours that focus on a variety of health topics. In addition to free access
to our Health Education, Disease Management and Fitness classes at our facility, we can
also bring these classes to the worksite. We can also customize health and wellness topics
specific to the employer’s needs and interests. We want to ensure that time spent during
these sessions are fully optimized.

• Nutrition Counseling

TakeCare’s trained nutritionists and health educators work closely with our members to
provide one-on-one, personalized counseling on the health and nutrition. Members are
counseled on various nutrition related issues including diabetes meal planning, DASH
diet, vegetarian/vegan diets, and other modified diets. Members with chronic conditions
are also counseled on medical nutrition therapy for nutrition related diseases and
disorders.

• Nurse Case Management

TakeCare offers Nurse Case Management to members needing assistance on managing
chronic diseases. Registered Nurse Care manager helps designs individualized preventive
and management specific to their condition. The Nurse Case Manager works hand in
hand with the patient’s primary care provider to ensure coordination of care.

• Health Risk Assessment

TakeCare’s Health Risk Assessment (“HRA”) is administered through a web portal that
can be found in TakeCare’s website. The I-IRA is an on-line self —assessment tool that
can be completed as a part of an annual wellness visit with a health care professional.
During the visit, the HRA information and other biometrics available are utilized by the
practitioner in a thought process intended to develop a prevention plan to improve health
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status and delay the onset of disease. TakeCare’s HRA is offered through RedBrick
Health. The HRA is an interactive online health questionnaire designed to get people to
be meaningfully engaged and help members achieve their health goals.

Covered adults members, age 18 and older, can earn the S25 NRA Wellness Incentive by
providing evidence of completing the TakeCare I-IRA during the current calendar year.
Completing an NRA helps members make an important first step toward improving their
awareness of lifestyle behaviors and their effect on overall health risks. On completion of
the NRA, a Personal Health Report is generated automatically when the Assessment is
completed. This information can be shared with the medical provider or other health care
professional during any routine annual/wellness visit.

We “CARE” Program — Connecting members and providing Assistance, Resources
and Encouragement

The We “CARE” program is designed to support members health and mental well-being
by connecting them to appropriate services, providing educational assistance, resource
tools and encourage overall weilness. The purpose is to bridge the gap with members
needing referral services to community partners.
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EXHIBIT D

Immunization Schedule

Recommended Adult Immunization Schedule—United States -2015
Note:These recommendations must be read Miii the footnotes that follow

containing number of dose, intervals between doses, and othw important information.

Figure 1. Recommended adult immunization schedult by vaccine and age group’
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EXHIBIT D

Immunization Schedule

(Continuation)

Figure 2. Vaccines that might be indicated for adults based on medical and other indication&
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EXHIBIT D

Immunization Schedule
(Continuation)
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EXHIBIT D

Immunization Schedule
(Continuation)

FiGtMELCatd...p;rr:i:::r c:edulefor pencnsaged:months thrcugh E y€ars v:hD:art acornho ,:o:ar, 1 oiäbd,ind—Umit,dSataNlt

. i:::h3.er&Iay1&AYxcitsa&esnGIredWbel1!4I?9des5ofdefl
,;;rfl;jrel rduIef3obloth*&w.

4afr

Mrnr
4fl

I 4t5

• B *?4r5_ bTh±s24seeIs

Rz:,u, 5 MttS I I A seaS

ES US p
WeMS I * flSS 6 pfls

.

.els’ I curd!: 3 ixiçs ¶2 mfls am ku
The 317 ,ns ,t

$tt rse admre’3 31 ,tutçettai a :&4 nt 12 ratSt4 tice a12 !:afl rirfl ba.w I7 11 ruts ietless &Ft A
“rnxIlta S 8 sees a tJ xSe: bICIf RP !_ btn1e:Th

etc tstioflnnfrmxse I1nunnnaa
I frtne azirue’ec 31 age IS ran, Ca! tic: TheS We F3W a-c a,nrec x psçeta

I ¶2ran
e: lifter tse’ ‘WOE: I peas The rznaced 31 age

lSn,tsc,Xr

1res(tcdrserntz,jrçertsr,e
i:nots .€es(ahiiIt.acs C.eizk’v’i-, :cr It.rtr ages2 Thscc,erl,neclyWdisil2flu4t

Prewcan4 Steels c*3’c€ttt5f
CC5CéY! Smflnroreau3antafl

, !.:tec :: N::eaflCr€flrecS XSe rtsaWdiflwZIiq*rcm.id3

arrSrt a9e !tIThacter
arr5s!C floe CfltS tCtet

bath xkà,& € seas i neil A neil € nqa&n*mn e3 .enfrS2

Mernrca1 Eseels 5.eei,’ SeeI3 Seebatnet3

Meaamsiws 12
beb’ nwfl

Iifl 3no*s I
1A lZrnCn

•I Ms,w.

4 a r fru tse & ::.‘:ane:
saa

* aI2fln’aa -
e-Ce,sISThcwunflflsHz3!z flage ¶21075

rut,fl tx tstr zsreb

fl Raue flq teens

Fcrs4 ¶2 run Sean

HCflmB Bit lees!

Ilua pciDiljs 5a * * at S rut’

Ie.çnait 5 ..s 5 acs

1rn

V ufl ,zgert’ ¶3 ‘en31K&a papI3.azccdder

16



EXHIBIT E

TakeCare’s Performance Guarantee

Metric Performance Guarantee Amount

C aAflMftRATlON
l.a Takecare guarantees a turnaround time for 99% of clean paper claims

ODD annuallto be processed within 45 business days of receipt

lb TakeCare guarantees a claim financial accuracy of98% or higher 55,000 annually

1.c TakeCare guarantees a claim payment accuracy of98% or higher $15,000 annually

aaSEffv
l.a Average Speed of Answer

Takecare guarantees that the average speed of answer (ASA) for 100% $5000 annually
of member service calls are within 30 seconds or less.

2..b On going ID cards issuance
99% of ID cards processed and mailed within 15 business days $10,000 annually

2,c Member Satisfaction
85% or higher member satisfaction based on unit level $10, annually

24 Call Abandonment Rate
The abandonment rate for calls will be less than or equal to 2%. The
abandonment rate does not include calls terminated by members in less $5,000 annually
than 30 seconds or call handled within the InteracliveVote Response
(WR) system.

2.e Rst Cat Resolution
90% of calls are resolved durir the member’s first call or contact with $5, annualy
TakeCare.

21 Processing ofOn going Eligibility Information
100% of &ility information and vocessing are completed within 3 $10, annually
bsathessdays

2g Par&ant Email Response Performance
Respcmses are provided to 90% of members emai within 3 business days $5, annually
from receipt of member’s emak

— AtIDUNTMANAGEMENT
3.a ccount Management Satisfaction

ccount management satisfaction should have an average score of 3 $10, annually
ir higher out of

3.b ccount Management Reporting
Required reports needs to be provided within IS business days. $10, annually

3 ins Man tema,t Issues Resdsi&ai
intmaiagemmtlsssiesneedstoberesc*vedwtdih 1 $10,000 annually
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EXHIBIT F

Appeals Procedures

I. APPEAL

As a Covered Person you have the right to appeal an Adverse Benefit Determination. There are two
methods of appeal: Internal and External. The Internal Appeal is to TakeCare itself; the External Appeal
is to the federal Office of Personnel Management.

The Internal Appeal is the first step of the appeal process. During the Internal Appeal you may request
additional information about the Adverse Benefit Determination made by TakeCare and may ask
TakeCare to reconsider its determination. Adverse Benefit Determinations arising under Medical and
Dental Health Plans are subject to the Internal Appeal Process.

The External Appeal is the second step of the appeal process. An External Appeal is filed after an
Internal Appeal is exhausted and TakeCare has decided not to reconsider its determination. Adverse
Benefit Determinations arising under Medical Health Plans only are subject to the ExternaL Appeal
Process . Adverse Benefit Determinations arising under Dental Health Plans are not subject to the
External Appeal Process.

Covered Persons appealing an Adverse Benefit Detennination must follow the procedures set forth in
these Appeal Procedures.

II. DEFINITIONS

For the purposes of these Appeal Procedures, the following definitions shall apply:

Adverse Benefit Determination. An Ath’erse Benefit Determination means any of the following: a
denial, reduction, or termination of, or a failure to provide or make payment (in whole or in part) for, a
benefit, including any such denial, reduction, termination, or failure to provide or make payment that is
based on a detennination of a participants or beneficiary’s eligibility to participate in a plan (e.g.. a
rescission of coverage), and including, with respect to group health plans, a denial, reduction, or
termination of; or a failure to provide or make payment (in whole or in part) for, a benefit resulting from
the application of any utilization review, as well as a failure to cover an item or service for which benefits
are otherwise provided because it is determined to be experimental or investigational or not medically
necessan or appropriate.

Appeal. An appeal means a request by a Covered Person for review and reconsideration of an Adverse
Benefit Determination. For the purposes of these Appeal Procedures, the terms “appeal” and “claim”
may be used interchangeably.

Authorized Representative. An Authorized Representative means an individual authorized in writing by
a Covered Person to represent the Covered Person under the Internal Appeal Process and/or External
Appeal Process. Such representation includes the right to receive and review information and documents
on behalf of the Covered Person, including a Covered Person’s confidential information.
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Claim. A club;i means a Covered Person’s assertion that a particular service, benefit or payment is
covered under a plan. For the purposes of these Appeal Procedures, the terms “appeal” and “claim” may
be used interchangeably.

Claimant. A Claimant means a Covered Person who makes a claim for benefits under the Internal
Appeal Process or the External Appeal Process. For purposes of Appeals, references to a Covered Person
or Claimant may also include a Claimant’s Authorized Representative.

Concurrent Care Claim. A Concurrent Care Claim means a claim involving care that TakeCare has
previously approved or an ongoing course of treatment to be given over a period of time or a number of
treatments, and any reduction or termination by TakeCare of that care before the end of such period of
time or number of treatments.

Concurrent Care Extension Claim. A Concurrent Care Extension Claim means a claim whereby a
Covered Person has received approval from TakeCare for concurrent care and wishes to extend the course
of treatment beyond the period of time or number of treatments previously approved by TakeCare.

Expedited Exiernal Appeal. An Expedited External Appeal means a request for resolution of an appeal
outside the normal time frame for appeal when (I) the time frame for completing an Internal Appeal
would seriously jeopardize the life or health of the Covered Person or would jeopardize the Covered
Person’s ability to regain maximum function; or (2) following receipt of an Internal Appeal
Determination that denied benefits, the timeframe for conducting a standard external appeal would
seriously jeopardize the life or health of the Covered Person or would jeopardize the Covered Person’s
ability to regain maximum function.

External Appeal. An External Appeal means a Covered Person’s written request (unless it is an
Expedited External Appeal) for an independent review and reconsideration of an Adverse Benefit
Determination (including an Internal Appeal Determination) once the Internal Appeal Process has been
exhausted and which is conducted pursuant to the External Appeal Process. Adverse Benefit
Determinations arising under Medical Health Plans only are subject to the External Appeal Process.
Adverse Benefit Determinations arising under Dental Health Plans are not subject to the Exiernal Appeal
Process.

The only Adverse Benefit Determinations subject to External Appeal include claims that involve (I)
medical judgment (excluding those that involve only contractual or legal interpretation without any use of
medical judgment); or (2) a Rescission of coverage, other than Rescissions based on a failure to pay
premiums.

External Appeal Decision. An Evrenzal .1ppeal Decision means a decision by an independent review
organization at the conclusion of an External Appeal.

Internal Appeal. An Internal Appeal means a Covered Person’s written request (unless it is an Urgent
Care Claim) for review and reconsideration of an Adverse Benefit Determination in the first inslance
pursuant to the Internal Appeal Process. Adverse Benefit Determinations arising under Medical and
Dental Health Plans are subject to the Internal Appeal Process.
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Internal Appeal Determination. An Internal Appeal Determination means a determination by
TakeCare at the conclusion of an Internal Appeal.

Non-urgent Care Claim. A Non-urgent Care Claim means any claim for a benefit which is not an
Urgent Care Claim.

Notice of Denial of Internal Appeal. A Notice of Denial of Internal Appeal means notification to a
Covered Person that their Internal Appeal of an Adverse Benefit Determination has been upheld by
TakeCare at the completion of the Internal Appeal Process.

Pre-service Claim. A Pre-sen’ice Claim means any claim for a benefit for which the temm of the plan
condition receipt of the benefit, in whole or in pan. on approval of the benefit in advance of obtaining
medical care, or a determination ofno coverage under the plan.

Post-service Claim. A Post-service Claim means any claim for a benefit that is not a Pre-sen’ice Claim.

Rescission .A Rescission means termination of a Covered Person’s coverage back to the initial date of
coverage based on a Covered Person committing an act that constitutes fraud or intentionally
misrepresenting a material fact prohibited by the terms of the plan.

Urgent Care Claim. An Urgent Care Claim means any claim for medical care or treatment that, if not
quickly decided outside of standard time periods for making non-urgent care determinations, (1) could
seriously jeopardize the life or health of the individual or the ability of the individual to regain maximum
fUnction; or (2) in the opinion ofa physician with knowledge of the individual’s medical condition, would
subject the individual to severe pain that cannot be adequately managed without the care or treatment that
is the subject of the claim.

III. INTERNAL APPEAL PROCESS

A. PROCEDURES FOR INTERNAL APPEAL

I. When to Request an Internal Appeal.

a. Time Limit. You or your Authorized Representative may file an Internal Appeal within
one hundred eighty (180) calendar days of receipt of an Adverse Benefit Determination. If you choose to
have someone act on your behalf during the appeal, you must appoint an Authorized Representative in
writing and complete TakeCare’s Authorization to Release and Disclose Protected Health Information
prior to TakeCare releasing any confidential or protected health information to your representative.
During an internal Appeal, you or your Authorized Representative may also be referred to as “Claimant.”

b. Urent Care Claim. If your appeal is an Urgent Care Claim or Concurrent Care Claim
involving urgent care, your request may be filed immediately with the TakeCare Customer Service
Department. in the event an appeal of an Urgent Care Claim needs to be made outside of normal business
hours (including weekends and holidays), you may contact TakeCare’s Health Plan Administrator at
(671) 488-7107. TakeCare will appoint an individual at TakeCare to provide you with an Internal Appeal
Determination (whether adverse or not), taking into account the medical exigencies, not later than
seventy-two (72) hours after receipt of your appeal by TakeCare. The individual who decides your
Urgent Care Claim will not be someone involved in the initial Adverse Benefit Determination. The
individual who decides your Urgent Care Claim will be a health professional with training relevant to the
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claim if the Adverse Benefit Determination is based in whole or in part on medical judgment, including
whether a given treatment is experimental, investigational, or not medically necessary or appropriate. If
you fail to provide TakeCare with sufficient information to determine whether, or to what extent, benefits
may be covered or payable under TakeCare’s Plan, TakeCare shall noti’ you not later than twenty-four
(24) hours after receipt of the appeal. of the specific information required. You will be provided
reasonable time, but not less than forty-eight (48) hours, to provide TakeCare with the information.
Thereafter, TakeCare will notify you of its Internal Appeal Determination no later than forty-eight (48)
hours after the earlier of TakeCare’s receipt of the requested information or the end of the time given to
the Claimant to provide the information. TakeCare shall accept and acknowledge Urgent Care Claims
orally and may also provide its determination in these situations orally to the Claimant. Written
notification of the Internal Appeal Determination shall be provided to Claimant within three (3) calendar
days of any oral determination made by TakeCare.

c. Expedited External Appeal. Under certain circumstances, a Claimant with an Urgent
Care Claim or a Concurrent Care Extension Claim may be allowed to proceed with an Expedited External
Appeal at the same time as the Internal Appeal Process. The procedure to initiate a simultaneous
Expedited External Appeal is further described below in TakeCare’s External Appeal Process.

d. Dental Health Plans Excepted. Adverse Benefit Determinations arising under Medical
Health Plans only are subject to the Internal and External Appeal Processes. Adverse Benefit
Determinations arising under Dental Health Plans are not subject to the External Appeal Process.

2. Procedure to Request Internal Appeal.

a. Request for Appeal Form. You may file an Internal Appeal by sending a Request for
Appeal Form to the Appeals Coordinator, TakeCare Customer Service Department by faxing the request
to (671) 647-3542; sending it by mail to P.O. Box 6578, Tamuning, Guam 96931; or by hand delivery at
Baltej Pavilion, Suite 08. 415 Chalan San Antonio. Tamuning, Guam 96913. A Request for Appeal
Form is attached to the Notice of Claim of Denial or Adverse Benefit Determination form or is available
from TakeCare’s Customer Service Department. If you have any questions or concerns about or during
the Internal Appeal process, you may contact the TakeCare Customer Service Department at (671) 647-
3526.

b. Additional Information. You are not required to submit additional information to support
the appeal. However, it may be helpful to include any additional information you have to clarify or
support the request. For example, you may want to include medical records or physician opinions in
support of the request. TakeCare shall provide you, upon request and free of charge. access to and copies
of all information and documentation in its possession relevant to the appeal. You will be provided, free
of charge, any new or additional evidence considered, relied upon, or generated by TakeCare in
connection with the appeal, or any new or additional rationale for a denial during the Internal Appeal
process. In such an event, TakeCare shall provide a reasonable opportunity for you to respond to such
new evidence or rationale.

c. Unzent Care Claim. If the appeal is an Urgent Care Claim, please see Section A(1 )(b)
above of this Internal Appeal Process.

3. Review by Appeals Committee for Non-Urgent Care Claims.

a. If a timely non-urgent care appeal is filed with TakeCare within one hundred eighty (160)
calendar days of receiving an Adverse Benefit Determination, the appeal will be reviewed by an Appeals
Committee consisting of no less than three (3) individuals at TakeCare who were not involved in the
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initial Adverse Benefit Determination and who are not direct subordinates of those individuals. If the
appeal of any Adverse Benefit Determination is based in whole or in part on medical judgment, including
whether a given treatment is experimental, investigational, or not medically necessary or appropriate, the
Appeals Committee will have as a member a health care professional or in the alternative will consult
with a health care professional with training relevant to the claim.

b. For non-urgent care appeals, you will have the option of appeal without a hearing or an
appeal with a hearing during which you may appear in person and present evidence or testimony before
the Appeals Committee. When filing the Request for Appeal Form, you must indicate whether or not a
hearing is being requested. If you fail to indicate whether or not you want a hearing, TakeCare will
proceed as if you have opted not to have a hearing. Even if you do not request a hearing, you may still
submit relevant facts and additional evidence in support of the appeal to the TakeCare Customer Service
Department.

c. TakeCare shall acknowledge receipt of the appeal in writing within five (5) calendar days
of its tiling. If the appeal is to be presented in a hearing before the Appeals Committee, the
acknowledgement letter will also notify the Claimant of the date and time of the hearing. If the date and
time of the hearing are not convenient for you, you may contact the Appeals Coordinator, TakeCare
Customer Service Department prior to the designated hearing date, waive the time frame for TakeCare’s
appeal determination and reschedule the hearing date.

d. If the appeal is a Concurrent Care Claim due to a reduction or termination of services,
TakeCare shall acknowledge receipt either orally or in writing, as the case may permit. In such a case,
TakeCare shall give the Claimant notice and sufficient time in advance of the reduction or termination of
services to appeal and time to receive a decision of the appeal before any interruption of care occurs.

e. Provided that all necessary information is provided when the appeal is made, TakeCare
will notify you in writing of the Appeals Committee’s determination within fifteen (15) calendar days of
receipt of an appeal for a Pre-service Claim or within thirty (30) calendar days of receipt of an appeal for
a Post-service Claim.

E If additional information is needed before the appeal can be determined, a delay in the
Appeals Committee making a determination may occur. If the delay is due to circumstances beyond
TakeCare’s control, in the case of a Pre-senice Claim, TakeCare shall notiR’ you prior to the expiration
of the original fifteen (15) calendar-day period that it intends to extend the time to make a decision for an
additional fifteen (15) calendar days. Likewise, in the case ofa Post-service Claim, TakeCare shall notify
you prior to the expiration of the original thirty (30) calendar-day period that it intends to extend the time
to make a decision for an additional fifteen (15) calendar days. lfthe Claimant fails to submit necessary
information to decide the claim, TakeCare shall notify the Claimant of the specific information that is
needed within five (5) calendar days for a Pre-sen’ice Claim and within thirty (30) calendar days for a
Post-service Claim. For a Pre-sen’ice Claim, the notification may be oral, unless the Claimant requests
written notification. If the extension is due to the failure of the Claimant to submit necessan information,
the Claimant shall have sixty (60) calendar days to submit the requested information. As a result, a Pre
service Claim may be considered within ninety (90) calendar days, and a Post-service Claim may be
considered within one hundred and five (105) calendar days.

g. If the appeal is denied, TakeCare shall issue a Notice of Denial of Internal Appeal
advising the Claimant of the Internal Appeal Deternination. The Notice will state the reasons for the
denial including reference to specific plan provisions, guidelines and protocols as a basis for the decision,
or an explanation of the scientific or clinical judgment used in confirming the initial Adverse Benefit
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Determination. If the advice of a health care professional was relied upon during the deliberation of the
appeal, the Notice will identify the professional.

h. If the appeal is denied, the Claimant shall be deemed to have exhausted the remedies
available under TakeCare’s Internal Appeal Process and may file an External Appeal of the Internal
Appeal Determination as provided in Section IV below. If TakeCare fails to strictly adhere to its Internal
Appeal Process, the Claimant shall he deemed to have exhausted the remedies available under the Internal
Appeal Process, and the Claimant may initiate the External Appeal Process in Section IV below or court
action, as applicable, unless the violation was: (I) de minimis; (2) non-prejudicial; (3) attributable to good
cause or matters beyond the plan’s or issuer’s control: (4) in the context of an ongoing good-faith
exchange of information; and (5) not reflective of a pattern or practice of non-compliance. The Claimant
is also entitled to pursue any available remedies under section 502(a) of ERISA or under local law, as
applicable, on the basis that TakeCare has failed to provide a reasonable Internal Appeal Process.

I. Notice.

TakeCare shall deliver written notice of the Internal Appeal Determination to the Claimant by its
deposit in the United States Mail via certified mail return receipt requested, or by personal delivery to the
Claimant within the time frames provided in Section III(A)(3) above. If sent by mail, the notice shall be
deemed to be delivered on its deposit in the United States mail. Such notice shall he addressed to the
Claimant at his or her address as shown in TakeCare’s records. - Upon written request by a Claimant,
TakeCare will deliver written notice of the Internal Appeal Determination to the Claimant electronically
or by facsimile.

IV. EXTERNAL APPEAL PROCESS

A. PROCEDURES FOR EXTERNAL APPEAL

I. When to Request an External Appeal.

a. Time Limit. You or your Authorized Representative may file a written External Appeal
with the External Appeal Examiner (“Examine(’) within four (4) months after the date of receipt of a
Notice of Denial of Internal Appeal from TakeCare. If there is no corresponding date four (4) months
after the date of receipt of such a Notice. then your request must be filed by the first day of the fifth
month following the receipt of the Notice. For example, ifthe date of receipt of the Notice is October 30,
because there is no February 30, the request must be filed by March 1. If the last filing date would fall on
a Saturday, Sunday, or Federal holiday, the last filing date is extended to the next day that is not a
Saturday. Sunday. or Federal holiday.

b. Dental Health Plans Excepted. Adverse Benefit Determinations arising under Medical
Health Plans only are subject to the External Appeal Process. Adverse Benefit Determinations arising
under Dental Health Plans are not subject to the External Appeal Process.

2. Examiner; Independent Reviewer.

a. The Examiner during the External Appeal Process shall be the federal Office of
Personnel Management (“the OPM”). The OPM shall designate individuals to conduct the External
Appeal that are independent third parties with clinical and legal expertise and with no financial or
personal conflicts with TakeCare as determined by the OPM.

3. Procedure to Request External Appeal.
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a. Reguest for External Appeal Form. The External Appeal of an Adverse Benefit
Determination or an Internal Appeal Determination may be initiated by sending the Request for External
Appeal form iiich is attached to the Notice of Denial of Internal Appeal. The forms are also available at
the TakeCare Customer Service Department. The Request for External Appeal may be sent electronically
to DisputedClaim.opm.ov; by faxing the request to (202) 606-0036; or by sending it by mail to P.O.
Box 791. Washington, DC 20044. If a Claimant has any questions or concerns during the External
Appeal Process, the Claimant can call the OPM at the toll free number, (877) 549-8152; the Employee
Benefits Security Administration (EBSA) at (866) 444 -EBSA (3272); or the Guam Department of
Revenue and Taxation. 1240 Army Drive. Barrigada, Guam 96921, (671)635-1843—46.

b. Additional Information. In addition to the Request for External Appeal form, the
Claimant may submit additional information concerning a denied claim to the OPM at the mailing address
listed above. If the Claimant chooses to submit additional information to the OPM, the additional
information will be shared with TakeCare in order to give TakeCare an opportunity to reconsider its
denial of a claim. Information concerning the Claimant’s right to privacy during the External Appeal
Process shall be provided in the Notice of Privacy Act Rights statement attached to the Notice of Denial
of Claim or Adverse Benefit Determination, or Notice of Denial of Internal Appeal received from
TakeCare.

4. Procedure for Preliminary Review.

When the Examiner receives an External Appeal, the Examiner will contact TakeCare to request
information.

a. Within five (5) business days of receipt of an External Appeal by the Examiner,
TakeCare must provide the Examiner with all of the documents and any information it considered in
making the Denial of Claim or Adverse Benefit Determination, or Internal Appeal Determination
including:

(I) Claimant’s certificate of coverage or benefit;

(2) A copy of the Adverse Benefit Determination;

(3) A copy of the Internal Appeal Determination;

(4) A summan of the claim;

(5) An explanation of TakeCare’s Adverse Benefit Determination and Internal
Appeal Determination; and

(6) All documents and information considered in making the Adverse Benefit
Determination or Internal Appeal Determination including any additional information that may have been
provided to TakeCare or relied upon by TakeCare during the Internal Appeal Process.

TakeCare shall provide this information electronically at DisputedClaimiopm.gov; by fax at (202) 606-
0036; or by priority mail at P.O. Box 791, Washington, DC 20044.

b. The Examiner will review the information from TakeCare and may request additional
information that it deems necessary to the External Appeal. If the Examiner requests additional
information. TakeCare shall supply the information as expeditiously as possible and within five (5)
business days.
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c. If the Examiner determines that a Claimant is not eligible for External Appeal, the
Examiner will notify the Claimant and TakeCare in writing.

5. Review Process.

a. The Examiner will review all of the information and documents timely received. In
reaching a decision, the Examiner will review the claim de iioi’o and not be bound by any decisions or
conclusions reached during TakeCare’s claims and Internal Appeal Process.

b. The Examiner will fonvard all documents submitted directly to the Examiner by the
Claimant. Upon receipt of any information submitted by the Claimant, the Examiner must within one (I)
business day fonvard the information to TakeCare. Upon receipt of any such information, TakeCare may
reconsider its Adverse Benefit Determination or Internal Appeal Determination that is the subject of the
External Appeal. Reconsideration by TakeCare will not delay the External Appeal. The External Appeal
may be terminated as a result of the reconsideration only if TakeCare decides, upon compLetion of its
reconsideration, to reverse its Adverse Benefit Determination or Internal Appeal Determination and
provide coverage or payment. Within one (I) business day after making a decision to reverse, TakeCare
will provide written notice of its decision to the Claimant and the Examiner. The Examiner must
terminate the External Appeal upon receipt of the notice from TakeCare.

c. The Examiner must provide written notice of the External Appeal Decision as
expeditiously as possible and within forty-five (45) days after the Examiner receives the request for the
External Appeal. The Examiner must deliver the notice of External Appeal Decision to the Claimant and
to TakeCare.

d. The Examiner’s External Appeal Decision notice will contain the following:

(I) A general description of the reason for the request for External Appeal, including
information sufficient to identify the claim (including the date or dates of service, the
health care provider, the claim amount (if applicable), and the reason for the previous
denial, including denial codes);

(2) The date the Examiner received the assignment to conduct the External Appeal and
the date of the Examiner’s decision;

(3) References to the evidence or documentation, including the specific coverage
provisions and evidence-based standards, considered in reaching its decision;

(4) A discussion of the principal reason or reasons for its decision, including the rationale
for its decision and any evidence-based standards that were relied on in making its
decision;

(5) A statement that the determination is binding except to the extent that other remedies
may be available under Guam or Federal law to either TakeCare or to the Claimant;

(6) A statement that judicial review may be available to the Claimant; and

(7) Current contact information, including phone number, for any applicable office of
health insurance consumer assistance or ombudsman established under Section 2793
of the Public Health Service Act.
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e. After an External Appeal Decision, the Examiner will maintain records of all claims and
notices associated with the External Appeal Process for six (6) years. The Examiner must make such
records available for examination by the Claimant or TakeCare upon request.

6. Reversal of TakeCare’s Determination.

Upon receipt of notice of an External Appeal Decision reversing the Adverse Benefit
Determination or Internal Appeal Deten-nination, TakeCare immediately must provide coverage or
payment (including immediately authorizing or immediately paying benefits) for the claim, regardless of
whether TakeCare intends to seek judicial review of the External Review Decision and unless or until
there is ajudicial decision otherwise.

B. EXPEDITED EXTERNAL APPEAL

1. Request for Expedited External Appeal. A Claimant may make a written or oral request for an
Expedited External Appeal at the time the Claimant receives:

a. An Adverse Benefit Determination if the Adverse Benefit Determination involves a
medical condition of the Claimant for which the time frame for completion of an Internal Appeal would
seriously jeopardize the Claimant’s life or health or would jeopardize the Claimant’s ability to regain
maximum function and the Claimant has filed a request for an Urgent Care Claim as pan of the Internal
Appeal Process, or an Adverse Benefit Detennination if the Adverse Benefit Determination concerns an
admission, availability of care, continued stay. or health care item or service for which the Claimant
received services, but has not been discharged From a facility, and the Claimant has filed a request for a or
Concurrent Care Claim involving Urgent Care; or

b. An Internal Appeal Determination if the Claimant has a medical condition where the
normal time frame for completion of a standard External Appeal would seriously jeopardize the
Claimant’s life or health or would jeopardize the Claimant’s ability to regain maximum function, or if the
Internal Benefit Determination concerns an admission, availability of care, continued stay, or health care
item or service for which the Claimant received services, but has not been discharged from a facility.

2. Procedure to Request Expedited External Appeal.

a. The Expedited External Appeal process shall be administered by the OPM. The
Claimant’s request for expedited review can be initiated in the same way as a standard External Appeal
by calling the toll free number. (877) 549-8152. In addition, a Claimant may request an Expedited
External Appeal of an Adverse Benefit Detennination or a final internal Adverse Benefit Determination
by sending the Request for External Appeal Form which is attached to the Notice of Denial of Claim or
Adverse Benefit Determination or which is also available at the TakeCare Customer Service Department
electronically to DisputedClaim(1tpm.tjov; by faxing the request to (202) 606-0036; or by sending it by
mail to P.O. Box 791, Washington, DC 20044.

b. If a Claimant has any questions or concerns during the Expedited External Appeal
Process, the Claimant can call the OPM at the toll free number, (877) 549-8152; the EBSA at (866) 444-
EBSA (3272); or the Guam Department of Revenue and Taxation, 1240 Army Drive, Barigada Guam,
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(671) 635-l843--46. The Claimant may submit additional information concerning the denied claim to the
OPM at the mailing address listed above. If the Claimant does submit additional information to the OPM,
the information vill be shared with TakeCare in order to give TakeCare an opportunity to reconsider the
denial. Information concerning the Claimant’s right 10 privacy during the External Appeal Process was
provided in the Notice of Privacy Act Rights statement attached to the Notice of Denial of Claim or
Adverse Benefit Determination or Notice of Denial of Internal Appeal from TakeCare.

3. Examiner; Independent Reviewer.

The Examiner during the Expedited External Appeal Process shall be the OPM. The OPM shall
designate individuals to conduct the External Appeal that are independent third parties with clinical and
legal expertise and with no financial or personal conflicts with TakeCare as determined by the OPM.

4. Procedure for Preliminary Review.

When the Examiner receives a request for an Expedited External Appeal, the Examiner will
contact TakeCare to request information.

a. Immediately upon receipt of request by the Examiner, TakeCare must provide to the
Examiner all of the documents and any information required under paragraph lV(A)(4).

b. The Examiner will review the information from TakeCare and may request additional
information that it deems necessary to the External Appeal.

c. If the Examiner determines that your claim is not eligible for Expedited External Appeal,
the Examiner will notify you and TakeCare as expeditiously as possible.

5. Review Process.

a. The Examiner must comply with the requirements set forth in paragraph IV(A)(5fla).

b. The Examiner will forward all documents submitted directly to the Examiner by the
Claimant. Upon receipt of any information submitted by the Claimant, the Examiner must immediately
forward the information to TakeCare. Upon receipt of any such information. TakeCare may reconsider its
Adverse Benefit Determination or Internal Appeal Determination that is the subject of the External
Appeal. Reconsideration by TakeCare will not delay the External Appeal. The External Appeal may be
terminated as a result of the reconsideration only if TakeCare decides, upon completion of its
reconsideration, to reverse its Adverse Benefit Determination or Internal Appeal Determination and
provide coverage or payment. Immediately after reversing the decision. TakeCare must provide notice of
its decision to the Claimant and the assigned Examiner. This notice can be provided orally but must be
followed up with written notice within forty-eight (48) hours. The Examiner must terminate the External
Appeal upon receipt of the initial notice from TakeCare.

c. The Examiner must provide notice of the External Appeal Decision as expeditiously as
the medical circumstances require and within seventy-two (72) hours or less (depending on the medical
circumstances of the case) once the Examiner receives the request for the External Appeal. The Examiner
must deliver the notice of External Appeal Decision to the Claimant and TakeCare. This notice can be
initially provided orally but must be followed up in writing within forty-eight (48) hours.
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d. The Examiner’s External Appeal Decision notice must comply with the requirements set
forth in paragraph IV(A)(5)(d).

e. After an External Appeal Decision, the Examiner must maintain records as required in
paragraph lV(A)(5)(e).

6. Reversal of TaIeCare’s Determination.

Upon receipt of notice of an Expedited External Appeal Decision reversing the Adverse Benefit
Determination or Internal Appeal Determination, TakeCare immediately must provide coverage or
payment (including immediately authorizing or immediately paying benefits) for the claim regardless of
whether TakeCare intends to seek judicial review of the External Review Decision and unless or until
there is ajudicial decision otherwise.
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EXHIBIT C

Hypothetical MLR Illustration

AssumpUons Annual Monthly I
GGFVlBPremium Revenue (10/1/17.9/30/Is)

66 FY18 ResuLting Loss Ratio (10)1/17. 9/30/Is) 85%

Aisume Tabe Care does not renewfor FYiSplan year

Other Commercial Premium Revenue earred in CVII

OtherCommercial Premium Revenue earned inCYl8 $32,

Total CY17 Loss Ratio of Commercial Group Business 84%

(includirg 66)

Total CY18 Loss Ratio of Commercial Group Business 85%

(including 66)

Estimated Premium revenue earned (Une A)

%tolotal

Estimated Net Claimsincurred (Une B)

Medical loss ratio (Une B divided by Une A)

target MIR

% below Target MLR

MLRRebatepayable

Portion payable to 66

Portion payable to commercial groups

66

10/1/17-

12/31/17

$5 $30, $3&s
13.0% 87.0%

$3825’ $25,155, $28980,

85.0% 83.9% 80%

85%

1.0%

$13,5 $32

19.7% 70.3%

$1147s’ $27,2, $3675,

85.0% 85.0% 85.0%

25%

MLR Rebate payable $0

Portior payable to GO

Portion payable to commerc $0

S

$5x $13s,

25.0% 75.0%

$382 $11,475,

85,0% 85.0% 85.0%

86%

1.0%

Paidpating Refund $18O,

Minus MLR already paid

FYI? Plan Year Net Panticipaling Refund

payable by 3/31/19

:,Total paid to 66 would be:

CY17MLR

CY18MLR

GO Plan FY18 Participating Refund

Commercial Total

CY17

CYI7 Mth Calcalation CYJE MLRCalculation 66 FY18 PlanYear Eupeden Refund CalwlaUon

66 Commercial Total 66 66 Total

1)1/18-

9/30/18 CY18 11/1/17.12/31/17 1/1/18-9/30/18 FY18

!I 7’) )j
ala Lt—-1

S135

The above sample calculatIon Isfori#iUatIon puiosesonIyand Is based on hypothetical numbers and assumptions.

$0
$135.

$I2
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